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Introduction
This portfolio represents a selection of work carried out while studying for the 
Psych D in Psychotherapeutic and Counselling Psychology at the University of 
Surrey from September 1994 to September 1997. It has been divided into three 
representative chapters. The first chapter contains essays which reflect on the 
theoretical underpinnings of this discipline. The second chapter deals with issues 
regarding therapeutic practice and reflections on my own professional development. 
The third chapter includes the research carried out during these three years. Thus the 
projects selected for this portfolio are examples of academic work, practical work 
carried out on placements, and research. I hope they are a fair representation of the 
issues involved in becoming a Psychotherapeutic and Counselling Psychologist.
Introduction to the Academic Chapter
The academic chapter of the portfolio consists of five essays. Three of these 
focus on models of psychotherapy and their specific contribution to the process 
of therapy. In the first essay the concepts of transference and 
countertransference fi'om the psychodynamic model are explored, and to what 
extent they can be seen as the therapist’s defences. The second essay looks at 
the cognitive behavioural model and critically examines the various ways of 
assessing clients for cognitive behavioural therapy. The third essay explores 
whether hypnotherapy is an option for psychotherapeutic and counselling 
psychologists, and examines the degree of overlap with other models.
Essay four and five concern themselves with issues in counselling psychology 
practice, which arose out of reading, discussions and experiences on 
placements. Essay four deals with cultural questions in psychotherapeutic 
practice, and essay five is concerned with ethical issues arising out of working 
with a particular client group, namely sexual offenders.
Transference and countertransference - the therapist’s defences?
(NB: for ease of writing the masculine gender is used throughout for both male 
and female clients and therapists.)
The literature on transference and countertransference involves an astonishing 
variety of contradictions, ambiguities and connotational disputes, depending on 
the author and allegiance to theories and the historical period the therapist is 
using. It is not within the present confines to examine the transformations these 
terms have undergone in order to fit the developing theories of the self within 
differing psychoanalytical schools, nor to examine whether they can have a 
scientific explanation, but to explore to what extent these concepts are indeed 
the therapist’s defences, or whether they can be usefully employed in 
therapeutic practice.
Definition of transference and countertransference.
Transference is that unconscious process by which the client projects both 
positive and negative qualities onto the therapist which are not based on present 
day reality, but at least in part on feelings, thoughts and fantasies experienced 
in relation to significant people in the past (generally parents). The client then 
behaves towards the therapist as if he was that person (Shlien, 1984). Thus it 
refers to the feeling a client ‘transfers’ fi'om an earlier important person onto the 
person of the therapist. The behaviour of the therapist is considered irrelevant 
to the origin of the feelings - they belong to another figure and are considered 
projections (Masson, 1989).
Freud (1895) regarded the transference initially as interfering with analytical 
work but later (1905) came to regard it as the cornerstone of psychoanalytical 
procedure, to be invited and gradually resolved by interpretation. He 
encouraged analysts to refrain fi'om letting their personality intrude into the
analysis in order to maintain their personal ambiguity which would allow the 
client to cast them in the parts necessary to reconstruct their experiences. In this 
way the therapist can reflect the pattern of behaviour from which the 
transference originates back to the client, providing insight and the possibility 
for change, while at the same time challenging fixed interpretations of early 
experiences and fostering more appropriate ones.
Freud never quite worked through his own conceptions of the 
countertransference, at first seeing it as a hindrance which arises in the analyst 
as a result of the patient’s influence on his unconscious feelings, but later hinting 
that the analyst’s unconscious mind could be used as a ‘receptive organ’ 
towards reconstructing the patient’s unconscious. (Freud, 1910, 1912, in 
Wolstein, 1988). Consequently there has been a shift from regarding the 
analyst’s emotional or affective reactions as errors from which the patient needs 
to be protected, to acknowledging these responses as having significant 
potential for illuminating the therapeutic situation. Heiman (1950) defined it as 
“an instrument of research into the patient’s unconscious”. Rycroft’s (1972) 
definition of countertransference reflects its double meaning: “1. The analyst’s 
transference on his patient. In this, correct, sense, countertransference is a 
disturbing, distorting element in treatment. 2. By extension, the analyst’s 
emotional attitude towards his patient, including his response to specific items 
of a patient’s behaviour. .. the analyst can use this latter kind of 
countertransference as clinical evidence, i.e. he can assume that his own 
emotional response is based on a correct interpretation of the patient’s true 
intentions or meaning.” Thus the therapist’s feelings (in other words the 
therapist’s own transference) can either hinder the progress, or can be seen as 
his reactions to the client’s unconsciously projected feelings, through which he 
can gain valuable insights into the therapeutic relationship, and the client.
Critiques of transference and countertransference.
Psychoanalytical therapists from Freud on have treated transference and 
countertransference as necessary consequences of the therapeutic relationship 
which must be worked through for therapy to be successfully terminated - but 
concerns have also been expressed about their validity and the effects of such 
interpretations on the relationship, which have implied that they are indeed 
therapists’ defences against having to look at their own behaviour in the 
therapeutic encounter (e.g. Shlien, 1984; Smith, 1991; SpinelH, 1994). Though 
they have been seen as powerfiil tools for uncovering clients’ conflicts, they are 
also concepts in whose names many sins have been committed, as they tend to 
place the person of the analyst beyond the reality testing of the patient. The 
therapist can extricate himself from any responsibility for the patient’s feelings, 
which could be due to his own blind spots (Lemma-Wright 1995).
Smith (1991:24) argues that transference .. “has provided analysts, down 
through the decades, with a unique tool for theoretically absenting themselves 
from the analytic situation.” If for a reaction to be considered transference it 
must be a repetition of the past and it must be inappropriate to the present 
(Greenson, 1967), how do we know it is a repetition of the past and who is to 
say whether it is inappropriate? If the analyst says that in the 
countertransference he is reacting to projections of the patient, how can we be 
sure that the patient is not similarly reacting to unconscious projections by the 
analyst? Therefore, who should be the judge of its appropriateness? If the 
analyst consistently behaves irritably would it not be appropriate for the client 
to regard him as bad tempered and to be afraid of going to sessions? As it is 
deemed that ’’the less the patient actually knows about the analyst, the easier it 
becomes for the analyst to convince the patient that his reactions are 
displacements and projections.” (my italics) (Greenson, 1967, in Smith, 
1991:38) the client’s anger may well be precisely because the analyst thus tries 
to coerce him into accepting an interpretation of events with which he does not
agree. For instance when my doctor treats me discourteously, never looking up 
from his prescriptions, do I feel angry because I am transferring feelings 
belonging to my father, who never took notice of me, or does my anger stem 
from the fact that I am not ordinarily used to being treated in such a manner?
As in fact I had a very friendly and equal relationship with both my father and 
our family doctor throughout my childhood, I would indeed be inclined to think 
that the doctor was defending against his own lack of social skills, should he put 
my feelings down to the transference.
Various accounts of the transference certainly give the impression of a very 
unequal relationship, where the therapist is always right and the client always 
wrong. Analysts’ view of the transference frequently seems somewhat 
egocentric and arrogant, for instance Freud’s declaration (1912, in Sandler et al, 
1973) that the negative and positive transference coexist in all patients and they 
can use their hostile feelings to keep positive (generally erotic) feelings which 
threaten to emerge towards the analyst at bay. So if the patient falls in love 
with the analyst, it is due to the transference, but if he does not fall in love, it is 
also due to the transference! Even if the patient suddenly falls in love with 
someone else outside therapy, then this can also be attributed to the 
transference of erotic feelings towards the therapist which are displaced onto a 
third person (Malan, 1979). When considering that Freud (1937) posited that 
finding the actual past is less important than constructing a probable past which 
the client can use to make sense of the current situation, it does not seem 
unlikely that the past is constructed to fit the ‘transference’ relationship with 
the therapist. Are interpretations based on the analyst’s receptiveness to the 
patient or merely his wish to find in the patient’s material evidence for already 
formed conceptions?
Spinelli (1994) relates an argument he had with his therapist, who insisted that 
Spinelli’s resistance to calling him ‘dad’ were transference feelings due to 
unresolved conflicts with his father, where Spinelli himself felt his feelings of
disdain were accurately directed at the therapist. It is hard to say whose 
defences are working in such a situation, but a therapist who wants to be called 
‘dad’ does seem to have a somewhat questionable agenda and might well use 
the transference as a defence against his own feelings of inadequacy or anger.
When further considering that one way in which the therapist can alleviate the 
strain of having to avoid gratifying the client’s desires and to maintain a 
professional attitude is by interpreting these desires as transference (Winnicott, 
1965) the possibility certainly arises that to invocate transference may be self 
serving to the therapist rather than therapeutic to the client. Similar notions are 
expressed by Shlien (1984) who makes the point that therapy can be seen as a 
sort of love-making, as it involves so much intimacy and uncovering of secrets 
and therefore feelings of love are not inappropriate to the situation, but affects 
and physiological events are brought about as a direct consequence of this real 
and immediate encounter. So it is only natural that clients experience gratitude, 
love, affection, trust and fear of separation, if for the first time in life they see 
an authority figure as listening, accepting, caring and concerned for them. If 
then they feel that this person was letting them down, by deliberately 
misinterpreting their account it is not surprising that they respond angrily and 
negatively. However, therapists can defend against such criticisms by invoking 
positive and negative transferences and since early therapists were all male, and 
clients female, this could also serve the dual purpose of protecting the therapist 
fi'om accusations of sexual impropriety and putting their own unprofessional 
thoughts down to the countertransference, brought about by the client's 
unconscious wishes.
Analysts of course counter such notions and claim that by virtue of their own 
training analysis they have superior insight into their own unconscious, which 
equips them to judge the appropriateness of a patient’s responses, who has no 
such advantage. However, the whole idea behind psychoanalytic theory is that 
we cannot have direct conscious awareness of aspects of our inner nature, and
Smith (1991) doubts whether such claims enable analysts to distinguish between 
a transference and a nontransference coherently, but simply allows them to 
denigrate the patient’s ability to perceive the analyst’s behaviour accurately.
The concept of the countertransference is beset by even greater problems. The 
recognition of the transference assumes the therapist as a blank screen, onto 
which the client projects his emotions. But the notion of countertransference 
runs contrary to this idea and according to Smith (1991) had to be modified in a 
way consistent with the all knowing analyst and the ‘blind’ patient. Thus, Smith 
argues, it has lost its original self critical significance, which introduced some 
sort of democracy into psychoanalysis, as it was equated with inappropriate 
expressions of the analyst’s own disturbances, such as rivalry with the patient, 
anger, sexual attraction and so on. However, Heiman’s (1950) theory of the 
countertransference turned this idea around so that it now refers to the analyst’s 
experience of entering into the patient’s psychic world, feeling and behaving in 
ways which are foreign to him, but which accurately reflect the patient’s 
conscious and unconscious experiences. Hence it is yet again seen as created by 
the patient who evokes in the analyst emotional responses which express the 
patient’s unconscious conflicts and desires. So the analyst can regard his own 
reactions as virtually telepathic sensitivity, rather than an expression of his own 
personal limitations, defences and neurotic conflicts. Thus, Smith argues, 
instead of restricting the pretensions to omniscience this notion of 
countertransference has enabled psychoanalysts to become a bastion of 
grandiosity. A fiirther point is that Heiman’s (1950) theory of 
countertransference acknowledges that the analyst’s unconscious perceptual 
abilities are superior to his conscious ones, but rather one-sidedly only ascribes 
these abilities to the analyst, not the patient. But if this ability exists, it must be 
shared by all, and cannot be seen as a special technical skill of the therapist.
Masson (1989) went so far as to draw a parallel between countertransference 
where the client is blamed for how the therapist feels and Freud blaming the
victim in the sexual abuse of children, thus unburdening society of the need for 
reform or deep reflection. He argues that because built into the structure of 
psychoanalysis is a deep division between the patient and the doctor, where one 
is sick, ignorant, benighted, and suffering, the other healthy, wise, enlightened 
and calm, these concepts have become the therapist’s defences against his own 
psychopathology. Certainly statements about the inevitability of the 
countertransference “because of the very nature of the psychoanalytical process 
and because of the impossibility of any analyst’s gaining so thorough an 
understanding of and control over his own unconscious inclinations from his 
training analyst that he will be completely impervious to the skilful efforts of his 
analysands to draw him into acting out their neurotic conflicts with them rather 
than analysing them” (Silverman 1985, in Sandler et al, 1993: 92) contribute to 
doubts about whose defensiveness is involved here.
Have the transference and countertransference become unhelpful concepts?
It becomes obvious that transference and countertransference can be used to 
create a very narrow and one-sided imbalance in the relationship where the 
therapist becomes the parental authority figure, not to be challenged by the 
‘child’ patient, thus putting him in a position of never being wrong- and 
anything that does go wrong can be attributed to the patient’s neurosis, and if 
he wants to end therapy then it is interpreted as yet another instance of his 
pathology (Rowan, 1983). Such criticisms make one wonder whether we can 
ever distinguish whose pathology is operating at any given moment, the client’s 
or the therapist’s.
So should these ideas simply be discarded? An argument against this view is 
that clearly our present reality will always tend to be perceived in terms of the 
past, so that transference and countertransference occur in all relationships, 
therefore why should they not also occur in therapy. The therapy situation can 
be seen as a microcosm of what goes on in the ‘real world’, where how we are
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conditioned to react in predetermined ways to certain words, gestures and 
actions can be brought out (Clarkson, 1995; Lemma-Wright, 1995). During 
the process of learning about ourselves in our environment, we anticipate that 
our experiences with new people will be similar to those in the past and then 
update them in terms of here and now information. Working through the 
transference in therapy can be seen as such a process and may provide a 
different way of updating certain expectations, which makes their effective 
resolution possible. Therefore, while remembering that the transference 
relationship is only one way in which to work therapeutically - Clarkson (1995) 
presents five different kinds of relationship that can potentially be used in every 
therapeutic encounter - to dismiss it out of hand is throwing the baby out with 
the bath water.
The important issues that arise for us as therapists out of these criticisms are 
that we must be aware of our own feelings, reactions and behaviours during 
therapy and question their origin. We should be open enough to acknowledge 
that we can camouflage and rationalise the unconscious and subtle aspects of 
the countertransference. But how do I as a therapist know whether my feelings 
in the session convey important clues for interpreting elusive communications of 
impulses, affects, fantasies and conflicts fi'om the client or whether I am dealing 
with my own idiosyncratic features and unresolved conflicts? How can I use 
the transference or countertransference as a basis for understanding the client’s 
unconscious communication?
Clarkson (1995) suggests that we need to be aware of 1. what the client brings 
to the relationship 2. what the therapist brings 3. what the therapist reacts to in 
the client and 4. what the client reacts to in the therapist. Any of these may 
form the basis for a facilitative or destructive outcome, which, as in every other 
aspect of learning is enhanced when feedback is given in an atmosphere of 
mutual exploration and discovery. She suggests that a good rule of thumb to 
find out whether something is mine or the patient’s is to assume that in therapy
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the patient’s transference and the therapist’s countertransference provide the 
richest information for interventions, but in supervision we should look at the 
hypothesis that what goes on is caused by the therapist’s transference and the 
patient’s countertransference and assume the therapist’s unresolved issues are 
causative - but we can never prove these possibilities are causative or likely.
The use of supervision therefore is of vital importance. Clarkson (1995) talks 
about parallel processes where what happens in real life is mirrored in what 
happens in therapy sessions and is again replicated in supervision and so on, 
and each mirroring can give us a further insight into the process. Malan’s 
(1979) ‘triangle of person’ likewise links together the client’s past relationships 
and those outside the therapy with the transference. However, we could also 
look at this from a Gestalt point of view that the whole is greater than the sum 
of its parts, and therefore what goes on in therapy and in supervision can only 
ever reflect a part of the client’s experiences in their entirety.
Malan’s (1979) approach to working with the transference as a process which is 
essentially experimental in nature, giving interpretations in the form of tentative 
musings or hypotheses which are tested by observing the client’s responses, 
seems both sensitive and usefiil. He advocates an attitude of the therapist as 
accepting, empathie and equal in the learning process, however holding back his 
own feelings so that the client can express himself more fully. His stance should 
be “there am I too”, not “there for the grace of God go I”. The client’s 
responses are taken seriously: if the interpretation is real- rapport with the 
therapist will increase, if not, it will decrease. Such a step by step exploration - 
all the time watching for feedback and using rapport as the indicator whether an 
intervention was timely and appropriately made can help to provide a link 
between the client’s behaviour with the therapist in the here and now, other 
persons currently in the client’s life and the relationship with parents in the 
distant past. The therapist thus tries to help the client to understand that 
present feelings have some basis in past situations, and that emotions which may
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now seem exaggerated and inappropriate were once normal. The therapist can 
allow the client to test out intense feelings, and by not repeating the reactions he 
got in the past the strength of these feelings can diminish.
With respect to the countertransference Dryden (1980) suggested that problems 
are often signalled by intensifications or departures from the therapist’s usual 
practice, and may seem quite plausible until their obstructive nature becomes 
apparent. Supervision may often be the first place where we can learn to 
distinguish those responses that ofifer clues to the client’s unconscious 
communications from those which are personal and may help in gaining a 
degree of self-monitoring and alertness, which Casement (1985) called ‘the 
internal supervisor’. An example from my own experience as a couple 
counsellor can highlight this ‘departure from usual practice’. I was counselling 
a 68-year old man who was having problems in his marriage, which were of an 
obvious sexual nature. I however worked with him on everything but sex, 
becoming more and more frustrated that we appeared to be stuck. I also felt 
slightly uncomfortable during our sessions together, but could not think why. I 
addressed these problems during supervision and my supervisor wondered why 
I had departed from my usual practice of first of all checking out the sexual 
side of things, before going on to dealing with other problems. Only then could 
I consciously accept and own that I had avoided the question of sex, because 
talking about sex would have been quite impossible with my grandfather, who 
my client reminded me of- (my own issues). At the same time I was picking up 
the client’s unconscious signals that the issues really were sexual in nature and 
his own frustrations, (the client’s issues), which may have accounted for my 
feelings. Once I had become aware of what I was avoiding and why, and had 
talked it through with my supervisor, I was able to address the question of sex 
with my client, we began to make some progress and my feelings of discomfort 
disappeared.
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It is also useful to consider Smith’s (1991) alternative to the transference and 
countertransference, based on Langs’ (1973) notion of accurate unconscious 
perceptions. He asserts that Freud’s assumptions that the unconscious part of 
the mind is incapable of making realistic inferences about the nature of external 
reality is wrong, as the unconscious is capable of deploying sophisticated 
cognitive and perceptual processes. This has been amply demonstrated by 
experimental psychology (e.g. Dixon, 1981, and personal communication). 
Therefore the latent meaning of ‘transference’ is a realistic unconscious 
representation of the analyst. In this view the client’s behaviour in therapy is a 
disguised expression of his unconscious perceptions of the therapist's behaviour 
and offers valid unconscious commentaries on helpful or harmfiil implication of 
the interventions. This theory of unconscious perception allows both patient 
and analyst the ability of understanding unconscious mental processes, 
accepting that all unconscious factors are jointly created by both.
This does not, however mean that we have to abandon the idea that clients form 
powerful emotional bonds with therapists, nor that this may have its origins in 
early experiences, but we have to abandon the idea of the transference as 
explaining these phenomena in terms of the displacement of an emotional 
intensity from an unconscious representation of a past figure onto the present 
one.
Conclusion.
In conclusion transference and countertransference can and have been used by 
therapists as defences against their own shortcomings. Clearly the emotional 
responses of client and therapist are meaningful in the current therapeutic 
encounter and should not be seen as solely transferential. The therapist is not 
simply a passive partner in the relationship but his personality plays an 
important part and we must not neglect his fimction as a real person engaged in 
a collaborative task with the client. However, what goes on in the therapeutic
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relationship resonates with past relationships, and as such can impart important 
clues to the client’s unresolved conflicts. Transference and countertransference 
can provide vital links between past and present experience, between 
relationships to others and internal relationships within the psyche, and between 
the outside world and the world within the therapy session (Malan, 1979). 
However, these ideas should not be used in such a way as to make the therapist 
infallible, but should be used as hypotheses to be tested and changed if 
experience proves otherwise.
15
References:
Casement, P. (1985) On learning from the patient. London: Tavistock. 
Casement, P. (1990) Further learning from the patient. London: Routledge. 
Clarkson, P. (1992) On Psychotherapy. London: Whurr.
Clarkson, P. (1995) The therapeutic relationship. London: Whurr.
Dixon, N.F. (1981) Preconsciousprocessing. Chichester: John Wiley & Sons. 
Dryden, W. {1990) Individual therapy. A handbook. Milton Keynes: Open 
University Press.
Epstein, L. & Feiner, A.H. (1988) Countertransference: the therapist’s 
contribution to treatment. In B. Wolstein (Ed ): Essential 
papers on countertransference. 282 - 303. New York: New York 
University.
Freud, S. (1937) Constructions in analysis. In In J: Strachey (Ed.)
(1964) The complete psychological works o f Sigmund Freud.
Standard Edition, 23, 257 - 271. London: Hogarth.
Freud, S. (1895) Project fo r a scientific psychology. In In: J Strachey (Ed.) 
(1964) The complete psychological works o f Sigmund Freud.
Standard Edition, 1, 281 - 397. London: Hogarth.
Greenson, R. (1967) The technique and practice ofpsychoanalysis. London: 
Hogarth.
Heiman, P. (1950) On countertransference. IntemationalJoumal o f 
Psychoanalysis, 31, 81 - 84.
Langs, R.J. (1973) The patient’s view of the therapist: reality or fantasy.
International Journal o f Psychoanalytic Psychotherapy, 2, 411 - 431. 
Lemma-Wright, A. {\995) Invitation to psychodynamic psychology. London: 
Whurr.
Malan, D.H. (1979) Individual psychotherapy and the science o f 
psychodynamics. Cambridge: University Press.
Masson, J. (1989) Against therapy. London: Harper Collins.
1 6
Rowan, J. (1983) The reality game. A guide to humanistic counselling and 
therapy. London; Routledge & Kegan Paul.
Rycroft, C. (1972) A critical dictionary o f psychoanalysis. Harmondsworth: 
Penguin.
Sandler, J., Dare, C. & Holder, A.(1993) The patient and the analyst. London: 
Kamac.
Shlien, J.M. (1984) A countertheory o f transference. In: R. Levant & J. Shlien 
(Eds.) Client centred therapy and the person centred approach.
New York: Praeger.
Silverman, M.A. (1985) Countertransference and the myth of the perfectly 
analysed analyst. Psychoanalytic Quarterly, 54, 175 - 199.
Smith, D.L. (1991) Hidden conversations. An introduction to communicative 
analysis. London: Tavistock/Routledge.
Spinelli, E. (1994) Demystifying therapy. London: Constable.
Winnicott, D.W. (1965) The maturationalprocess and the facilitating 
environment. London: Hogarth.
17
How would you assess a client’s suitability for short-term psychological 
therapy using a cognitive approach?
Cognitive therapists postulate that a person’s problems are largely derived from 
distortions of reality based on incorrect conceptions due to defective learning 
during their cognitive development. The rationale is that cognitions and 
behaviour can be changed by empirical analysis, logical discourse and 
experimentation. The treatment consist in the therapist helping the person to 
unravel these distortions in thinking and to learn to think in more realists Avays, 
so that clients can come to see their disturbances as the kinds of 
misunderstandings they have experienced many times in other areas of their 
lives. This approach therefore places both the emotional disorders and the 
problem solving techniques of cognitive therapy within the realm of everyday 
experience and consists of identifying the misconceptions, testing their validity 
and substituting more appropriate concepts. It works on the principle that there 
is a conscious thought between an external event and a particular emotional 
response. In order to benefit from cognitive therapy, a person has to be able to 
fill in the gap between an event and its emotional consequences. Therefore 
“cognitive techniques are most appropriate for people who have the capacity for 
introspection and for reflecting about their own thoughts and fantasies.” (Beck, 
1976; 216) . Cognitive therapy has been successful in treating a variety of 
problems, such as depression, anxiety, phobias and agoraphobia, psychosomatic 
disorders, chronic pain, marital conflict, eating disorders, drug abuse and 
suicidal patients (see Scott et al, 1995).
Assumptions in short term therapy are that the client has identifiable problems 
with triggers, can engage in a collaborative relationship with the therapist, is 
motivated to learn self-control strategies and to do assignments, and with brief 
training can access feelings and report thoughts and images. Not all clients 
meet these criteria, and Beck & Freeman (1990) proposed that clients are not
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suitable for short term cognitive therapy if they show clinical signs that might 
suggest Axis 2 problems, and if the problems are of a life long nature. The 
outlook also appears to be negative for clients who are persistently 
noncompliant with treatment methods, lack the motivation to change, seem 
unaware of the effect of their behaviour on others and report problems as 
seeming natural.
As an aspiring cognitive therapist, how do I therefore assess chents for their 
suitability for short term therapy? Among the ways to explore this issue might 
be to compare various assessment measures, to look at outcome studies of 
cognitive therapy and to study case transcripts of successfully conducted 
therapy sessions.
“The range of cognitive assessment tasks is restricted onlv bv the creativitv of 
cognitive-behavioural researchers”. (Heimberg, 1994: 270)
A therapist wishing to assess the suitability of a cHent for short term cognitive 
therapy is faced with a bewildering array of assessment measures. How to 
choose between well known measures such as the ‘Beck Depression Inventory’ 
and the ‘Beck Hopelessness Scale’, and the less familiar ‘Cognitive Style Test’; 
‘Dysfimctional Attitude Scale’; ‘Self Control Schedule’; ‘Cognitions 
Checklist’; ‘Cognitions Questionnaire’ and many more? One way to decide 
which of the many measures to apply, is to consider that they seem to fall into 
four main categories (quoted in Heimberg, 1994):
1) Questionnaires which assess cognitive ‘traits’, such as ‘The Irrational Beliefs 
Test’ (Jones, 1969).
2) Endorsement methods, which present subjects with a list of positive and 
negative self statements they might have made at specific times and places and 
ask them to rate the frequency with which these occurred and to evaluate their
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impact on feelings or behaviour, (e.g. ‘The Social Interaction Self-Statement 
Test’, Glass et al, 1982).
3) Production methods, which avoid the possibility that thoughts were 
stimulated by the assessment device, but require subjects to report on the 
thoughts experienced before or during a social interaction task. (e.g. the 
‘Articulated Thoughts During Simulated Situations Technique’, Davison et al, 
1983).
4) Other methods are assessment of subjects’ attributions for outcomes of social 
successes and failures (e.g. Heimberg et al, 1985).
Which one of these methods is used appears to depend on the preference of 
individual therapists as research on the validity of measures of beliefs, 
expectancy and attributions seems to support two conclusions: that multiple 
methods of assessing cognitive constructs often converge only weakly (e.g. 
Davison and Sighelboim, 1987) and that questionnaire endorsement methods in 
which subjects state how frequently and with what degree of belief they hold 
various pre-selected thoughts, compare favourably in validity with a variety of 
production methods in which subjects must spontaneously generate verbal 
material from which their cognitions are inferred (e.g. Haaga, 1989).
Endorsement methods, however, assume that the same pre-selected list of 
thoughts will be applicable to all subjects, and the responses of subjects to 
whom this list may not apply are not likely to be valid and meaningful 
reflections of their cognitive activity (Coyne, 1989). On the other hand asking 
people what they think is the main cause of a hypothetical event and then rate 
that cause on various dimensions assumes they think about the cause, which 
may not be the case. In addition attributional style has been shown to be more 
closely related to depressive symptoms for some people than others, so that 
current attributional style measures might be best suited to people who tend to
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think about causes of events, but then arrive at a single answer (Haaga et al, 
1995). Hence “what is the cause of this event” may not be a meaningful 
question for everyone, as the thinking of people high in attributional complexity 
would be better evaluated by probing for dimension ratings of multiple causes. 
Of course it may be that those high in attributional complexity do not end up in 
the therapist’s office.
Since these traditional measures continue to be criticised, and before examining 
a more recent assessment measure (Safran and Segal, 1993), outcome studies 
might provide more useful guidelines on assessment.
What do outcome studies tell us about assessment?
Fennel and Teasdale (1982) found that four or more of the following predicted 
a poor response to cognitive therapy:
• Severity on the Beck Depression Inventory >30.
• The current episode had lasted more than 6 months.
• The client had responded poorly to previous treatment.
• The client had experienced more than two previous episodes.
• The presence of other psychopathology.
• The therapist’s estimate of impairment was ‘moderate’ to ‘severe’.
• The client’s estimated tolerance for life stress was poor.
Simons et al (1985), using Rosenbaum’s Self-Control Schedule, which 
measures a person’s ‘learnt resourcefulness’, found an interaction between 
scores and types of treatment. High scorers, i.e. those who already had some 
skills in monitoring, controlling and changing unpleasant internal events in 
order to minimise their effect, improved more with cognitive therapy, and low 
scorers benefited more from pharmacotherapy. Fennel and Teasdale (1987) 
showed that improvement following short-term cognitive therapy was predicted
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by positive expectations, and initial rapid and positive responses to the 
treatment rationale, together with its validation by positive responses to 
homework. Furthermore chents with ‘depression about depression’ 
(interpreting depression as a character defect) as measured on the Cognitions 
Questionnaire (CQ, Fennel and Campbell, 1984, quoted in Fennel and Teasdale, 
1987) responded more rapidly, once they could understand depression as a 
common occurrence, which can be controlled by specific strategies. Similar 
findings were reported by Persons et al (1988); three factors predicted a 
positive outcome: low initial BDI scores (< 20), the absence of endogenous 
symptoms and compliance with homework assignments. These findings were 
cross validated by Bums and Nolen Hoeksema (1991) and Startup and 
Edmonds, (1994). Bums’ and Nolen Hoeksema’s results however contradicted 
those by Simons et al, indicating that very resourceful patients were no better 
candidates for cognitive therapy than others and that their expectations about 
the value of active coping strategies did not predict their response to cognitive 
therapy. What appeared to be a more decisive factor was a willingness to 
engage in the therapy.
It appears fi*om these studies that the therapist’s judgement of the client, and 
whether the therapist can involve the client in the therapy is as relevant, if not 
more so, than assessment measures. Although Startup and Edmonds (1994) 
mled out the possibility that differences in clients’ compliance were due to the 
therapists’ competence. Fennel and Teasdale (1987) conceded that there may 
still have been differences in the clarity and sensitivity with which the model was 
initially presented. The implications for me as a counselling psychologist are 
that it is important at the start of therapy to provide an acceptable treatment 
rationale for the client, and to distinguish between ‘active ingredients’ of 
cognitive therapy, such as evidence for and against thoughts, and its ‘delivery 
system’, which means tailoring it to the individual’s requirements.
Nevertheless there are necessarily some basic requirements for a client to 
benefit fi'om cognitive therapy. Beck (1964) suggests that he or she needs to
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have the ability to accept the distinctions between external reahty (the 
innocuous stimuli) and the psychological phenomenon (the appraisal of danger), 
and be capable o f‘filling in the blank’ between an external stimulus and an 
ensuing feeling.
Intoxicated and acutely psychotic clients are generally not able to accept or 
make this distinction. Clients also need the capacity to test hypotheses before 
accepting them as valid. Beck’s example of a housewife hearing the door slam 
and thinking it could be a) her daughter coming home, b) the wind, c) a burglar, 
is a useful way of explaining and checking that the client understands the model, 
and is receptive to the idea that perceptions and feelings are linked.
Other necessary conditions for cognitive therapy are that the client can make a 
distinction between his or her thoughts and feelings, show evidence for the 
cognitive triad of self, world and future, and work with the Socratic method, 
that is coming to his or her own conclusions through the use of ‘collaborative 
empiricism’ (Beck, 1976). Additionally the clients’ overall expectations may 
indicate how well they can work with the cognitive model. Clients who see 
themselves as passive recipients of a miracle cure, or those who are out to 
prove that no-one can help them are unlikely to benefit from therapy. It is 
important to keep in mind though, that these may be necessary conditions, 
but are not necessarily sufficient. If clients are so depressed and anxious that 
they are unlikely to be able to engage in the therapy or comply with homework 
tasks, they are unlikely to benefit fi’om therapy, and may need medication in 
order to reach a plateau fi’om which they can function. Other clients may 
themselves be willing to engage and benefit fi’om therapy, but their attempts 
might be sabotaged by their family or friends. Additionally there is the issue of 
co-morbidity (Williams, 1994), where an individual may suffer from a 
personality disorder, but only present with a co-existing emotional problem.
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Thus the cognitive model appears to have high expectations of the client as 
good, intelligent, motivated and unencumbered by external influences, vyhich 
might in themselves be seen as dysfunctional assumptions! For instance 
Davison and Neale (1994) claimed that the assumption that people think about 
causes was possibly a projection on the part of psychologists whose job it is to 
try and explain behaviour! Furthermore outcome studies comparing the 
efficacy of different therapeutic approaches have consistently shown that what 
appears to be of the utmost importance is the therapeutic relationship (e.g. 
Hynan, 1981). More specifically, Haaga et al (1991) suggested that the 
congruence between the client’s and the therapist’s conceptualisation of 
problems and how they are best approached may be a powerfiil facilitator of the 
treatment response. This reflects a growing body of research concerning the 
match between client and therapist and their compatibility in terms of 
background, education, values and so on (Garfield and Bergin, 1986).
Indeed Beck stressed the quality of the therapeutic collaboration, and the need 
to establish rapport and trust with clients as basic to the application of cognitive 
therapy. This puts the onus more squarely on the therapist, and the importance 
of Rogers’ (1951) core therapeutic conditions of acceptance, genuine warmth 
and empathy. It is therefore important to establish a working alliance by 
coming to an early agreement with the client about the nature, duration and 
desired outcome of therapy and by striving to engage his or her active 
participation throughout all phases of the therapy. This involves an awareness 
and acceptance of the client’s agenda and flexibility regarding pressing 
problems that may have occurred during the week. Beck suggests that the 
therapist should be willing to engage in a certain amount of trial and error 
experimenting to assess the ‘latitude of acceptance’ of the client for statements 
which challenge his beliefs, and only proceed at the client’s own pace.
Thus it is up to the therapist to help the client by way of modelling, consistently 
asking for feedback, checking that the client has understood, and engendering a
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sense of hopefulness. This might be achieved by initially choosing a problem 
the client is highly motivated to change. The more important to the client and 
realistic this problem, the greater the chances of success, which will give the 
client an early experience of the model working. Homework tasks should be 
successful for the client and demonstrate the efficacy of the model.
With these considerations in mind, I shall return to an assessment measure 
which reflects a general movement toward broadening the practice of cognitive 
therapy in the direction of the interpersonally focused protocol.
The ‘Suitabilitv for Short-Term Cognitive Therapv’ (SSCT, Safi'an et al 
1993).
This is an hour long semi-structured interview, focused on ehciting information 
relevant to nine selection criteria. These reflect Beck et aTs (1979) protocol for 
cognitive therapy, but were also based on assessment procedures developed by 
short-term psychodynamic therapists (e.g. Malan, 1979), and Bordin’s (1979) 
ideas of the therapeutic alliance consisting of bond, goal and task components.
It is an appealing measure in that it is designed to be used in a clinically sensitive 
manner, and that items probed can be modified to meet the demands of the 
specific situation.
The nine selection criteria are:
1) Accessibilitv of automatic thoughts, which assesses whether the client can 
gain access to the negative thinking underlying his problems.
2) Awareness and differentiation of emotions deals with clients being able to 
recognise and label their emotional states and having the ability to re-experience 
feelings in the therapy session.
25
3) Acceptance of personal responsibility and
4) Compatibility with cognitive rationale: evaluate to what extent the client is 
able to take an active, as opposed to a passive part in the process of change.
5 and 6) Alliance potential in and out of session evidence: measures the extent 
to which the chent is able to form trust and a working alliance with the 
therapist, and whether he/she can form trusting relationships with others.
7) Chronicitv of the problem looks at the duration of the problem, since 
lifelong or longer term problems may not be amenable to change in the short 
term.
8) Security operations deal with psychological processes and behaviours aimed 
at restoring the individual’s self esteem and sense of security when threatened.
It can be assessed by noting how the client acts in sessions. Attempts to control 
the interview, change topics, long-winded ‘storytelling’, confusion in the 
interview, rationalising issues or blaming others, suggest that the clients’ 
security operations hinder effective communication. However, by commenting 
on this in an empathie manner, the therapist can gently elicit further useful 
information on why this is so.
9) Focalitv refers to the client’s ability to work within a problem-oriented 
focus.
Much of this assessment seems to depend on therapists’ skills in the use of 
relevant inductive questioning, a flexible approach, and attention to shifts of 
affect in the session which can be used to access, and help the client to 
differentiate thoughts and feelings. There is also an emphasis on the therapist’s 
task to clear up confusions and clarify how the client sees both his (her) role and 
the role of the therapist. It is suggested that assessment involves the use of
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‘successive test probes’ which aim to provide the client with the optimal 
opportunity to reveal therapy-relevant capacities.
It is interesting that Safran et al discuss how raters of the scales were confiised 
about whether ‘locality’ should be interpreted as the patient’s ability to focus in 
session in a task-oriented way or the interviewer’s ability to extract an 
underlying focal theme, even though the authors explicitly anchored this item to 
mean the former. This highlights the possibility that clients may be unable to 
focus because of the therapist’s lack of skill in extracting the focal theme 
underlying their difficulties, which would put the onus back on the therapist’s 
abihty to engage the client, rather than the client's ability to engage in the 
therapy! That this philosophy clearly applies to ‘good therapeutic practice’ can 
be seen by reading transcripts of experienced cognitive therapists.
Scott et al (1995) provide a number of good descriptions of the care and 
attention exercised by cognitive therapists in setting up the therapy in the initial 
session, even with ‘difficult’ clients. Contributors to this book stress the 
importance of sensitive inductive questioning, an early differentiation between 
thoughts and feelings, frequent summarising and constant checking with the 
client whether the therapist has understood correctly what the client is trying to 
say.
Salkovskis (Ch. 3) for instance gives valuable hints about establishing rapport 
with obsessional patients by not pushing them to talk of their troubling 
thoughts, but by discussing more peripheral issues. He shows that a client’s 
poor motivation to comply with therapy can in itself be understood in cognitive 
terms, and illustrates the importance of not questioning the veracity of the 
symptoms, but rather exploring alternative explanations for them. He suggests, 
for instance, that the therapist should consider as a strong possibility the 
patient’s belief that ‘one more wash would make all the difference’, (p 57) and 
to look at the evidence from past experience. Salkovskis allows the clients to
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provide the information used to change beliefs in answer to his inductive 
questioning. In his description of a woman with obsessional thoughts he is 
beginning the process of educating the patient into the model of how intrusive 
thoughts work even before he has details of the content of the thinking. He 
achieves this by giving examples of other obsessional thoughts, thus helping the 
client to account for the discomfort experienced in a less threatening way. Thus 
he is working on the general process rather than the client’s particular content.
Blackburn (ch. 1) stresses the importance of the environment when working 
with severely depressed inpatients. (See also Williams, 1994). Where 
multidisciplinary teams may differ in their orientations it is important to establish 
good haisons with other professionals looking after the patient, lest he or she 
becomes totally disoriented. Her assessment for suitability for cognitive therapy 
only has two main aims: to assess the client’s ‘psychological mindedness’, and 
to arrive at a cognitive conceptualisation. She states that to attempt specific 
cognitive therapy at an early stage is counterproductive, instead the client 
should be familiarised with the style of cognitive therapy, which may take 
several sessions.
In conclusion formal assessment measures such as the BDI and CQ have a 
place in assessing clients’ suitability for cognitive therapy, in that they might 
rule out severe cases which might benefit more from other therapies. However 
for me as a counselling psychologist. Safran et al’s SSCT seems to be a more 
sympathetic measure, as it enlists both the client and the therapist in a co­
operative effort from the start, and has a less ‘test-like’ quality. Therapy 
sessions transcripts (e.g. Scott et al, 1995) demonstrate that engagement in 
cognitive therapy is achieved by the therapist’s style and his or her ability to 
frequently summarise and to reflect back the client’s statements after having 
gently placed them within a cognitive framework. This models a structured, 
active, discriminating, questioning approach even before the model is explicitly 
introduced and explained. However, what is most striking in these scripts of
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cognitive therapy sessions is how the therapists use the qualities of warmth, 
genuineness and acceptance described by Rogers’ (1951) in establishing rapport 
and a good working alliance.
Thus the success of short term cognitive therapy may be based less on 
assessment measures than on collaboration, the therapist’s sensitivity to the 
client’s pressing needs, agreement with regards to its central focus and aims and 
practical measures that will be used to identify achievements, so that clients see 
the therapist as working with them rather than against them.
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Does Hypnotherapy Have a Place in Counselling Psychology?
“Hypnosis is essentially a particular state of mind which is usually induced in 
one person by another. It is a state of mind in which suggestions are not only 
more readily accepted than in the waking state, but are also acted upon much 
more powerfully than would be possible under normal conditions.” (Hartland, 
1971; 13). Hypnosis is used in medical and psychological settings and the 
UKCP has included a hypnotherapy division from its beginning. An 
exploration of the history of hypnotherapy will not be covered in this essay, but 
I will attempt to explore what hypnotherapy is, and determine whether it has a 
place in the therapeutic armouiy of counselling psychologists.
The nature of hvpnosis
Although the state of hypnosis is generally regarded as different from everyday 
waking experience and behaviour, there have been wide disagreements about 
what it is and indeed whether it exists at all. The general public’s “idea of 
hypnotism is either a steely-eyed Svengali or grown men being dragged on stage 
and turned into thumbsucking two-year-olds.” (Mackesey, 1996, The 
Independent). At the other extreme, practitioners have proposed that on the 
basis of experimental evidence hypnosis was no different from normal waking 
experience, as any suggestions to an individual which are made to carry 
conviction have much the same effect as hypnotic suggestions (e.g. Barber, 
1969). This view contrasts with others, for instance Wicks (1985, in Karle and 
Boys, 1987: 13), who described hypnosis as a ‘multistate phenomenon’ 
characterised by a number of features comprising five special states in which 
input is processed differently from the non-hypnotic state.
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1. De-automatisation: normally automatic or self-regulating mental and physical 
processes are given over to the control of another person.
2. Role play: the subject commits himself to the role described for him, and 
subjectively experiences himself in that role rather than acts it.
3. Atavistic regression: the subject regresses to a primitive mode of functioning 
in which he responds to the therapist as though the latter were an important 
person in a much earlier phase of his life.
4. Cognitive regression: the subject reverts to primary-process thinking, since 
he regresses cognitively as well as emotionally.
5. Autonomic changed state: the muscular relaxation produced by the trance 
state triggers off parasymphathetic activity so that all physiological processes 
slow to a baseline level, while at the same time one or more autonomic 
fonctions come under voluntary control.
In all these features there is clearly a similarity to a wide range of experiences 
including day-dreaming, absorption in a work of fiction, experiences while in a 
psychoanalytic session, dreaming during sleep, religious excitement and so on. 
Indeed hypnotic states and experiences are commonplace in ordinary life and 
often occur without recognition as such. For instance most car drivers 
experience periods of abstraction when driving on a familiar road and may 
suddenly ‘come to’, having realised that they have travelled several miles 
without any memory of having done so. During such periods of ‘day­
dreaming’ or ‘absentmindedness’, skilled behaviour and acts requiring choices 
and decisions can be performed while the central awareness of the individual is 
abstracted and turned elsewhere. Furthermore, during these periods of 
abstraction experiences may occur which have considerable affective 
components, such as anger, anxiety, or joy. For an onlooker, and subjectively.
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these periods are indistinguishable from experiences under hypnosis. (Karle and 
Boys, 1987). Thus a state of trance, in which an individual’s attention is 
detached from the immediate environment and absorbed by inner experiences 
such as feelings, cognitions and imagery, can occur spontaneously in everyday 
Hfe. Likewise, the other concept central to hypnosis, suggestion - a verbal 
communication to change the client’s way of thinking, feeling or behaving - is 
not the exclusive domain of the hypnotic state. We spend most of our lives 
exposed to suggestions of every kind.
Heap (1996) suggests that traditional induction and deepening routines may 
have more to do with enhancing expectations and the motivation to respond 
than being essential to hypnotic responsiveness. Indeed this has been so in my 
own past practice, where once a relationship of trust had been estabhshed and 
the client had practised entering into a hypnotic state, he or she would do so 
spontaneously, once they sat in ‘their chair’, and therapy would proceed in 
much the same way as if the client was not in hypnosis. While it seems therefore 
that both a state of trance and suggestion occur in any form of therapy, what 
might make hypnotherapy different may be only a conscious, deliberate, explicit 
and agreed statement between the therapist and the client to make use of these 
techniques, and an expectation by both of them that by using this method, 
therapy will progress more effectively.
Additionally it has been argued that the influence of hypnosis on all forms of 
therapy has not been fully appreciated. The basic premises of the conditioning 
therapies derive from Pavlov, who was immersed in hypnotic theories (Haley, 
1973). Behaviour therapy in the form of reciprocal inhibition was originated by 
Wolpe (1958) and came partly from his experience as a hypnotist. Indeed the 
progressive relaxation used in desensitization is one technique for inducing 
hypnosis. Dynamic psychotherapy, particularly in its psychoanalytic form, arose 
in the period of hypnotic experimentation at the end of the last century. Freud’s
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method was rooted in this approach, although he shifted from direct induction 
to the more indirect means of free association (Strachey, 1986). I believe that 
Freud’s particular patients, many of whom had been abused by authoritarian 
father figures, could not develop the necessary trust to enter hypnosis, which is 
why he was not successful in its use. He therefore developed a less anxiety 
provoking method. Patients in analysis demonstrate many of the characteristics 
of hypnosis, and the phenomenon of the transference in particular suggests the 
presence of hypnotic regression as well as the substitution of internally 
generated perceptions for the perception of the actual environment (Karle and 
Boys, 1987).
Just how difficult it is to make a clear distinction between whether hypnosis is 
being used within the therapeutic frame can be appreciated when watching the 
videotapes of Milton Erickson, (1960s) whose style of therapy was entirely 
based on hypnotic orientation, but who explored a variety of ways of inducing 
hypnotic trance. He might use a ritual form of induction, but could also merely 
appear to have a conversation; he could hypnotize one person while talking with 
another, by emphasizing certain words, which he knew would cause him or her 
to enter into trance. Erickson redefined hypnosis to apply not to the state of 
one person, but to a special type of process and interchange between two 
people, which was based on trust and positive expectations. Erickson learnt all 
he could about his clients, and his suggestions were based on this knowledge. 
For instance with a keen gardener he might use metaphors of weeding, 
fertilizing and growing plants to engage the client’s mind in his own self healing. 
In short, he paid great attention to the therapeutic relationship, which has been 
shown to be the most essential ingredient in therapy outcome (Norcross and 
Goldfried, 1992).
When it is used effectively the approach used in hypnotherapy is strategic, and 
the strategies similar to those used in different approaches. Just as some clients 
respond better to cognitive behavioural therapy and others to a psychodynamic
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approach, so different clients respond to different ways of hypnotic induction.
An authoritative manner will cause one person to fall into a deep trance, while 
another requires a soft voice. The goals generally are, as in any therapy, to 
extend the persons’ range of experience and to provide him or her with new 
ways of thinking, feeling and behaving. Both hypnotist and therapist seek 
through the relationship with an individual to introduce variety and extend the 
range of that person’s abilities (Haley, 1973).What follows from descriptions of 
the nature of hypnosis is that therapists, including counselling psychologists, 
will find themselves at times using hypnotic phenomena in the course of 
therapy. Therefore an argument could be made that they will do so the more 
effectively if they are aware of the fact and are equipped with a conscious 
understanding of the possibilities available in this field, and applying such skills 
deliberately and with the backing of experience and familiarity. Consequently it 
has been suggested that “since hypnosis occurs spontaneously in therapy as well 
as in ordinary life, it seems inefficient if not actually negligent to ignore the part 
played by hypnosis in therapy and to fail to take deliberate and purposeful 
control of these phenomena in the service of the patient. “ (Karle and Boys, 
1987: 21). Whether counselling psychologists wish to avail themselves of this 
tool deliberately must obviously be left to their own preferences, but what 
seems clear is that hypnosis or hypnotherapy is not a system of therapy but a 
technique or procedure for delivering therapy. The crucial theoretical aspects 
concern the ways in which hypnosis can be used therapeutically within the 
framework of whatever theory and practice of therapy the practitioner favours, 
from behaviour modification to analytic psychotherapy (Karle and Boys, 1987; 
Oakley, personal communication; Oakley et al, 1996).
Therefore therapy which incorporates hypnosis can only be as effective as the 
underlying therapeutic approach permits. However, when hypnosis is used in 
conjunction with other therapeutic approaches, the outcome appears to be 
substantially enhanced. This was shown by a meta-analysis of 18 papers where 
hypnosis was used adjunctively to cognitive-behavioural therapy with presenting
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problems including pain, insomnia, anxiety, phobias and obesity. Clients 
receiving hypnosis with a cognitive-behavioural treatment showed greater 
improvement than at least 70 % of those receiving cognitive-behavioural 
treatment on its own, with effects increasing over the follow up period (Oakley 
et al, 1996). Most therapists new to this approach are worried about individual 
differences in hypnotizability, and reliable scales have been devised (Fellows, 
1988) to measure suggestibility. While there is some evidence that hypnotic 
ability is related to outcome with some conditions, especially pain and possibly 
asthma and skin conditions (Wadden and Anderton, 1983), there is no clear 
consensus that this holds over the broad range of conditions (Bates, 1993), 
therefore most practitioners are not concerned about individual differences. 
Hypnosis could still be argued to be an effective adjunct to therapy, and even 
the least susceptible clients would still gain the usual benefit of the underlying 
treatment, and this benefit would increase with increased susceptibility. 
However, differences may be important not so much because only clients above 
a certain level of hypnotic susceptibility might benefit fi’om hypnotic 
interventions, but because hypnotizability may have aetiological significance in 
some psychological problems, such as dissociation (Oakley et al, 1996). In 
addition, the client’s ‘susceptibihty’ could also be interpreted and worked with 
in the therapy as the way the client relates to others and lead to useful 
explorations of issues of authority, trust and so on.
The applications of hvpnosis for counselling psvchologists
If hypnosis is seen as an adjunct to therapy, then there are potentially as many 
ways in which its particular properties can be used as there are presenting 
problems and therapies. For instance stress and stress management may be 
approached using deep relaxation produced by hypnotic induction and 
deepening, sometimes with the addition of visual imagery of a calm special 
place, and using a keyword to elicit the relaxation response by post-hypnotic 
suggestion. Clients learn the relaxation by way of self hypnosis, and rehearse
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the association between the trigger and calm and positive feelings. Thus in a 
stressful situation positive feelings can be re-accessed. In the same way 
hypnosis can also be used to help clients overcome insomnia (Gibson and Heap, 
1991). In cognitive-behavioural treatments for phobias and panic attacks, 
hierarchy based covert desensitization techniques are particularly effective when 
hypnosis is employed adjunctively. It has the advantage of helping the client to 
achieve deeper levels of relaxation, and the guided imagery has a hallucinatory 
quality which brings it closer to subjective reality. It has similar advantages 
when used with covert sensitization procedures for habit disorders (Hartland, 
1971), as well as tackling intrusive thoughts by way of one of several screen 
projection techniques (e.g. Spiegel and Spiegel, 1987). Indeed, in my 
experience in all behaviour modification programmes which employ the 
imagination, the formal establishment of a hypnotic state enhances the client’s 
commitment to the process as well as his or her expectations of a positive 
outcome.
Hypnosis has also been used to establish control over the autonomic nervous 
system and has been successful in treating both chronic and acute pain (e.g.
Hart and Alden, 1994). This has obvious applications in a wide range of 
psychological, psychosomatic and physical disorders, most of which are also 
accompanied and exacerbated by anxiety. The anxiety itself can also be brought 
under voluntary control first in response to the suggestions made by the 
therapist and then by the client’s own volition. Posthypnotic suggestions, based 
on the experience of establishing control over anxiety symptoms and feelings of 
pain in the therapy session, can subsequently give the client real control over 
such reactions.
Hypnosis is also appropriate for exploring underlying conflicts and memories of 
presenting problems, particularly when they are difficult for the client to 
confi-ont. Many techniques are used, such as ideomotor signalling, automatic
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writing, video techniques, (e.g. projecting the memory onto a screen and 
viewing it from a safe distance), or the use of the ‘affect bridge’ (Watkins,
1971) in which current feelings are used as a focus for a regression to an earlier 
time when those feelings emerged.
If a tendency to become involved in imagery or to dissociate is part of the 
presenting problem, a special case could be made of using the same 
mechanisms, via hypnosis, to effect a cure. For instance prolonged abuse in 
childhood might be coped with by children with high hypnotic ability by 
dissociating from the experience (Spiegel, 1986). But it could be argued on the 
other hand that abused children may acquire the skills for high hypnotic ability 
by habitually dissociating from their traumatic experiences. In either case this 
may manifest in adulthood as a partial amnesia for early events or by flashback 
experiences when encountering similar situations, without awareness of the link. 
For instance, if a person’s condition might be caused by an earlier traumatic 
episode, the dual (cognitive and emotional ) regression which occurs in 
hypnosis permits her to re-experience, as opposed to recall, a childhood event in 
the form in which is was originally experienced without later secondary-process 
interpretations and modifications. The sphtting of awareness simultaneously 
allows the client’s mature self to observe and learn from the experience; or by 
using a form of ego-state therapy (Watkins, 1993), the adult ego state of the 
client is encouraged to ‘re-parent’ and comfort the child ego state. It follows 
that hypnosis could also be used beneficially in the treatment of Post Traumatic 
Stress Disorder.
There is also some evidence that hypnotic susceptibility and dissociate 
tendencies are higher in bulimic women than in controls (Covina et al, 1994; 
Rosen and Petty, 1994). If the implication of this is that hypnotic susceptibility 
may be a risk factor in the development of eating disorders, particularly where 
there is also a history of abuse (Everill and Waller, 1995) then a symptom could
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be turned into a resource, and hypnosis used in the approach to bulimia and 
more generally with survivors of childhood abuse.
A long-held belief has been that it is contra-indicated to use hypnosis in 
obsessive compulsive disorders, schizophrenia and depression. But with the 
advent of effective cognitive-behavioural methods for intervening in these 
conditions, the adjunctive use of hypnotherapy is becoming more widely 
accepted (e.g. Yapko, 1992).
Are there dangers in using hvpnosis?
Hypnotic techniques can be taught, learned and used very easily, but it is a 
different matter to use them ethically, professionally and scientifically. A parrot­
like reproduction of standard treatments is at best ineffective, and is never the 
hallmark of the professional. Each new client needs a unique and original 
approach, which mirrors his or her personality and characteristic in a creative 
way; yet is based on and informed by theoretical models and principles.
Hypnotic techniques should be employed only within the range of the 
practitioner’s already acquired professional skills. Members of the two 
professional bodies. The British Society of Medical and Dental Hypnosis and 
the British Society of Experimental and Clinical Hypnosis are obliged not to use 
hypnotic techniques in treatments or procedures for which they are not 
qualified. Unfortunately these ethical restraints apply only to members.
Therefore it is important to remember that hypnosis is a very powerful tool in 
therapy, and like all powerful techniques has as much potential for harm as for 
good. It can be as easily and as dangerously misused as any technique or drug, 
in that it may be used in the wrong circumstances, as well as being applied in the 
absence of the knowledge and skills necessary for the safe use of the treatment
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conveyed through hypnosis. For instance hypnosis used on pain control can 
mask the symptom of pain which signals the development of a disease or the 
presence of damage. Therefore if hypnosis is used to diminish or eliminate pain 
without a medical doctor having conducting a thorough and competent 
examination to establish the source of the pain, there is a risk of ignoring a 
highly significant indication that a serious problem needs attention before it 
reaches damaging proportions.
With psychological problems, techniques of the recovery of traumatic repressed 
memories can release powerful emotional reactions with serious effects if the 
process is not handled with the necessary knowledge, understanding and skill. 
Therefore hypnotic techniques should be used only within the boundaries of an 
already acquired professional competence in these areas. In addition anyone 
considering the use of hypnotic techniques must be aware of the current 
controversies around false memories, and the potential for ‘installing’ memories 
of abuse, (see for instance Prendergast, 1996; Gudjonsson, 1996). Erickson 
(1960s, in Haley, 1973) demonstrated how the introduction of a ‘false memory’ 
in the form of a benevolent figure, ‘The February Man’ helped to heal a client 
whose childhood had been devoid of empathie significant figures. Therefore it 
seems wise for any practitioner not to attempt to ‘evoke‘ a memory that does 
not already exist for the client, but to work instead on memories which are there 
but unresolved. And it must surely be the duty of every psychologist to explain 
and talk through this phenomenon with clients who agree to participate in this 
form of therapy.
42
Conclusion
The techniques of hypnotherapy have been shown to enhance therapeutic 
outcome with a variety of medical and psychological presenting problems, such 
as chronic pain, stress, lack of confidence, anxieties, phobias and many more. 
They can be incorporated into different theoretical models, fi'om the cognitive 
behavioural to the psychoanalytic approach. Therefore if counselling 
psychologists acquire the necessary knowledge and skills for its safe and ethical 
use, there seems to be no reason why they should not avail themselves of these 
added therapeutic techniques: “Overall as clinical psychologists, it is our 
experience that hypnosis appears to increase the effectiveness of therapy and 
shorten its duration. It has expanded greatly our clinical horizons and facilitated 
rapport with our clients. We would urge not only clinical psychologists, but 
also educational, and counselling psychologists to consider adding hypnosis to 
their existing skills.” (Oakley et al, 1996: 505).
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Cultural Issues in Therapeutic Practice.
In this essay d’Ardenne and Mahtani’s (1989: 4) definition of culture as ‘the 
shared history, practices, beliefs and values of a racial, regional or religious 
group of people’ will be used. However, in talking about culture the more 
emotive aspects of this term, such as race and class are often avoided. Clearly 
these as well as gender interact with culture.
In our multi-cultural society it has become increasingly necessary to address 
issues of race and culture in therapy, rather than pretending they do not exist or 
that they are not significant because of our tolerance of culturally different 
people. The development of transcultural counselling has highlighted the 
involvement of active and reciprocal processes in the therapy. It stresses the 
therapist’s responsibility for working across, through or beyond cultural 
differences, by his or her creative use of cultural knowledge and skills to help 
people live and function satisfactorily in a diverse and changing world 
(Leininger 1985).
The cultural components of Western therapies.
Katz (1985) outlined the cultural components of Western counselling. These 
include:
• The focus is on the individual with primary responsibilities to himself. We 
value his or her autonomy and independence and problems are seen as 
intrapsychic and rooted in the past.
• It is action oriented in that clients are seen as being able to master and 
control their own life and environment and need to take action to resolve 
problems rather than remain passive or inactive.
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• There is a belief that Western therapeutic strategies are best, with the 
therapist as the expert.
• The processes in therapy involve verbal communication or talk therapy, self­
disclosure by the client, history taking, direct eye contact and reflective 
listening.
• The goals of counselling are insight, self awareness and personal growth as 
well as changes in individual behaviours, improvement in social and 
personal efficiency, and the ability to cope and adapt to society’s values.
• The nuclear family is seen as ideal.
• Boundaries are important, with scheduled appointments and adherence to a
strict time hmit for each session.
• The emphasis is on the scientific method, looking at cause and effect, using
rational thought and solving problems in a linear fashion, as well as relying 
on quantitative evaluations and psycho-diagnostic tests. The therapist is 
neutral and objective.
• Therapists prefer ‘YAVIS’ clients: young, attractive, verbal, intelligent and
successful.
When counselling clients from non-western cultures, however, these 
components may hinder, rather than encourage progress. The importance of the 
individual in the relationship with an emphasis on self exploration and self 
determination does not take account of the client’s perception of self in 
relationship with his/her family and community. With our emphasis on the 
nuclear family and equality in the relationship for instance, it may be tempting 
to judge the sexism of another culture from our own viewpoint and see a
47
woman as sexually repressed. Instead we need to look at the client’s cultural 
norms and empower them by valuing and using this cultural knowledge. Where 
we may think the chent needs to achieve insight, self awareness and personal 
growth, the client may want solutions to practical problems. The focus may 
therefore need to be more on external than internal change. Time boundaries 
may seem unfamiliar and ‘callous’ to someone from a different culture, so that a 
more flexible approach is needed, as well as careful explanations about the 
meaning of boundaries in counselling. The same applies to history taking, 
which is often felt by the client as wasting time and therefore adjustments are 
needed in either taking longer to gain a full history, or working with what the 
client considers relevant. CHents, particularly Africans and Asians, may seek a 
structured, directive approach and be lost with a reflective, non-directive stance 
(Trislotis 1986, in d’Ardenne and Mahtani, 1989). Behavioural techniques 
might therefore be better than talk therapies, especially if there are language 
difficulties. Furthermore the client may want to form an alliance in the 
relationship and we need to anticipate this issue and explain about personal 
involvement at the start of counselling.
In addition d’Ardenne and Mahtani (1989) point out that the meaning of 
transference in the relationship takes on extra dimensions to those of the chent’s 
repeating childlike patterns of relating. The therapist may be identified with the 
racist society and thus be seen as both part of the problem and the solution.
The client may bring anger, fear and distrust of the therapist with the possibility 
of acting out these feelings. We then need to resist the temptation to become 
defensive and beware not to reflect back unacknowledged prejudice in the 
countertransference, which touches our own deepest fear about being seen as 
judgmental and tribal.
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Culturally appropriate strategies
Therapists deal with transitions and changes, but in transcultural work there is 
often an added dimension of having to deal with alienating environments. The 
changes suffered by being placed in an alien culture can bring about ‘culture 
shock’ including psychological strain, a sense of loss, rejection, confusion 
surprise, anxiety and feelings of impotence. Added to this is the external reality 
of xenophobia and prejudice (Fumham and Bochner, 1986). However, the new 
coping skills clients have to develop can also be used to achieve personal 
change in the therapy. Sue et al (1992) suggest that it is usefiil to look at the 
client’s and the therapist’s attitudes, beliefs, knowledge and skills with a view 
to which of these will be usefiil in therapy.
Attitudes and beliefs
In order to be able to respect the chent’s beliefs and values, we need to be 
aware of how our own cultural background influences our psychological 
processes and recognise our attitudes toward other cultures and the stereotypes 
we adhere to inside and outside counselhng. It also helps to be aware of the 
extent to which the client’s knowledge about our culture makes therapy more 
difficult- or easier. Does the lack of shared cultural experiences prove to be a 
barrier to therapy, and is the client worried about the therapist’s abihty to 
understand him/her?
Knowledge
Therapists require knowledge about the institutional barriers which prevent 
minorities from using mental health services, potential bias in assessment 
instruments, minority family structures, hierarchies, values and beliefs. We must 
be aware of discriminatory practices at the social and community level that may 
affect the psychological welfare of the chent. Therefore it is important to know
49
about local community groups, though funding may be inadequate and access to 
good professionals limited, as these often offer the only means of help when 
existing programmes have no commitment to a multi-cultural approach 
(NAFSYAT 1985). Many therapists regard clients’ personal and institutional 
resources, such as an extended close knit family or a devout religious belief as a 
problem, but these can be worked with as assets which the client can use to 
achieve personal gains and skills.
Specific client groups across cultures suffer additional discrimination, for 
instance women, the old and the young. NAFSYAT (1985) the London based 
intercultural therapy Centre found that black women were under represented in 
their Centre, and Littlewood and Lipsedge (1982) view women as culturally 
disadvantaged. Elderly clients are often more disadvantaged and have less 
access to mainstream society as they live with young relatives, where the 
relationship is tense (John, 1981, in d’Ardenne and Mahtani, 1989). The young 
frequently experience racism. Milner (1983) found that even very young 
children reject their own identity in preference of their white peers, which has 
great implications for later self esteem.
Skills
In improving transcultural skills it helps above all to seek out the appropriate 
education and experiences to improve effectiveness in working across cultures 
and when recognising our own hmits to know where to seek consultation and 
training, or where to refer a client on. Skill is needed in tackling prejudices in 
both cultures and to negotiate subjects which are taboo in the culture of the 
client. Additionally organisational skills are useful, such as the use of 
community workers, community networks, and in involving the client’s family 
when appropriate. It may even be necessary to consult religious or spiritual 
leaders or other traditional healers.
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As far as language is concerned, its emotional value is often lost when talking in 
a second language. (Even after hving in EngHsh speaking countries for 30 years 
there are still certain emotions that I can only truly express in my own 
language.) It is therefore important to be able to recognise the most 
appropriate verbal and nonverbal language for clients, focus on and interpret 
feelings expressed in unfamiliar ways and recognise when a lack of expression 
of strong feeling represents a cultural rather than an individual variation. 
Nonverbal cues can assist communication in elaborating on what is said, 
providing feedback and giving messages about when to speak and listen. A 
fixed smile or glazed look may provide more feedback about what the client has 
understood than his/her words. D’Ardenne and Mahtani (1989) suggest that we 
should learn the particular conventions of facial expression and gaze in the 
client’s culture, and ensure it is reciprocated in the counselling process. 
However, this may lead to the therapist becoming highly artificial and 
incongruent. It would surely be more useful to explore the differences and 
similarities in communication with the client, so that the client can not only 
recognise these in the therapy, but also outside. Likewise therapist and client 
can educate each other about linguistic variations, such as the number of 
separate words denoting ‘aunt’ and ‘uncle’ in the Hindu language (Rack,
1982), similar to Eskimos having many words for snow, which depict the 
subtleties of family relationships.
Finally the use of words such as ‘immigrant’, ‘foreign’, ‘ethnic minority’ may 
seem innocuous, but may have strong emotional connotations for clients and 
we need to take the trouble to find out how they refer to themselves and their 
own communities.
The process of transcultural therapv.
D’Ardenne and Mahtani (1989) suggest that transcultural counselling seems 
more effective within a framework where due consideration is firstly given to
51
practical matters such as housing, finances and bodily symptoms which provide 
indirect access to feelings, as giving credence to external stresses helps to create 
a safe therapeutic climate. Joining a group may help in sharing skills and 
common feelings. Outreach work may be necessary, even to the extent of 
helping to find a childminder so the client can come to therapy.
In the assessment time is needed to clarify the purpose of an assessment, history 
taking, boundaries and so on and this may even need to involve members of the 
family. Endings also have to be carefully negotiated so as not to end too soon, 
thus reinforcing a sense of being rejected for the client, but it is also important 
not to hang on and make the client overdependent, thus subtly reinforcing 
his/her own inadequacy and the supremacy of the white culture.
The model put forward by Eleftheriadou (1992) seems to encapsulate the 
essential components of transcultural therapy. She suggest an existential 
phenomenological approach, because it delves deep into the fimdamental 
question of human existence, death, meaning, isolation and so on, regardless of 
race, ethnicity or culture. Before attempting to understand another world view, 
the therapist needs to examine his/her own values and beliefs. Only then can 
(s)he evaluate the client’s subjective fi-ame of reference within four modes of 
relating:
1) the private, intrapersonal world.
2) the social world, which includes all significant human interactions, 
relationships and support systems, as well as a persons’ relationship to race, 
ethnicity, community and broader societal issues.
3) the person’s environment.
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4) the spiritual realm, beliefs about life and death and the person’s creativity and 
ideological outlook on life.
The therapist’s job is to help the chent identify these, through the process of 
description, while stepping back from his/her own values and beliefs. The goals 
of the therapy are those the client brought, within his/her appropriate cultural 
context, and the client’s own concepts of normality or health are worked with.
This may require the skill of tuning into a totally new reality along with that 
culture’s own meaningful thought, emotions and behaviour. It is demanding 
and exhausting as the therapist has to push his own world view into the 
background and may even create in the therapist a situation similar to culture 
shock, which however will be helpfril in gaining a greater understanding of the 
client’s perspective.
Conclusion
It is particularly important that we are aware of our cultural assumptions and 
ethnocentricity and face our own fears of alienation so that we can shift away 
from these in order to enable us to listen to the client’s own meaning. Any 
dysfunction must be seen in relation to the beliefs and values of the individual’s 
culture. These suggestions should be present in all psychotherapeutic 
encounters, but are particularly applicable when we see clients from different 
cultural backgrounds.
Working with clients from different cultures can greatly advance our personal 
growth, as well as improving our cultural knowledge through the feedback we 
get from clients during therapy. However, we must not forget that there are 
also common experiences between therapist and client. There is a danger of 
automatically assuming that the client holds the values of his culture and of 
undervaluing, stereotyping and neglecting the client’s personal complexity and
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uniqueness. Nor should we make cultural issues so salient that we treat the 
client as exotic or delicate, but use the transcultural approach as an enrichment 
of all counselhng practice, which highlights the issue of therapists not being 
experts in the client’s world view.
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The Treatment of Sexual Offenders: The Role of the Counselling
Psychologist.
This essay will attempt to explore how counselling psychologists can reconcile 
the tried and approved practices in the treatment of sexual offenders with their 
understanding of therapeutic and ethical considerations of working with clients. 
As counselling psychologists are getting increasingly involved in working in 
areas which were previously the domain of other professionals, it seems 
important that they find a way of incorporating their understanding of therapy 
with accepted treatment methods.
Sexual offenders elicit strong emotions in everyone, particularly if their offences 
involve children, and for many members of the public therapy for such 
individuals is considered to be a ‘soft option’, see for instance ‘The 
Independent’, 24th February, 1997. Hence there is fi^equently a lack of 
professional and public support for such work, and it imposes on the therapist 
the expectation of a ‘successful outcome’ with dire consequences should their 
treatment fail. The therapist almost inevitably finds him or herself in a position 
of dual responsibility, on the one hand to the client, and on the other to the 
protection of any potential fixture victims.
It is not surprising therefore that therapeutic work with sexual offenders is 
commonly held to be difficult to undertake (Pithers et al, 1989) and even more 
difficult to measure in terms of outcome (Furby et al 1989; Quinsey et al, 1993). 
Nevertheless helping offenders to lead law-abiding, healthier lives is seen as a 
worthy goal. Most of them will be released into the community, and 
appropriate treatment is thought to significantly reduce the likelihood of 
recidivism (George and Marlatt, 1989). Current clinical practice in the UK and 
USA draws on elements of family systems theory, psychodynamic theory, 
cognitive-behavioural theory and biological approaches. Assessment methods 
may include the use of the penile plesythmograph (PPG) to measure sexual
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arousal to deviant material. Treatment involves identifying antecedents which 
perpetuate the cycle of offending and linking past experiences to the current 
behaviour, confronting the denial of responsibihty and correcting distorted 
attitudes and cognitions which are used to justify and reinforce the deviancy, 
(Mezey et a l, 1990), as well as relapse prevention based on programmes used 
with addictive behaviours (Laws, 1989).
However, this client group is often reluctant to engage in therapy, which is 
generally mandatory. Salter (1988) observed that offenders engage in complex 
denials of their offence along a continuum from denying the seriousness of the 
behaviour, acknowledging parts of it while disclaiming others, refuting the 
frequency with which it took place, minimising the harm done and the need for 
treatment. They may also attempt to displace responsibihty onto the victim or 
others, or attribute it to being drunk or otherwise temporarily out of control, 
and try to manipulate the therapist into colluding with their denial.
In order to decrease the risk of being manipulated and to maximise sources of 
information, systematic responses to sexual offending generaUy occur vrithin a 
context of co-operation between organisations which are normally independent 
of each other. These may include prosecutors, probation officers, police, child 
protections agencies, social workers and mental health professionals. Working 
and sharing information with such a team helps to monitor offenders, who - 
even if co-operative - are thought to lack the necessary insight to become aware 
of a slight movement towards their previous pathology, which alert others may 
notice. (Ryan and Lane, 1991).
Treatment therefore occurs in a context which is fixndamentally different from 
one which counselling psychologists might normally associate with therapeutic 
practice. Indeed Salter (1988: 84) states that: “The failure of psychotherapy in 
the past to effectively treat child sexual abuse can be attributed partially to the 
naive belief that the nature of therapy was the same regardless of the issue. The
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same therapeutic principles were thought to apply whether the problem was 
depression, marital discord, or child sexual abuse, and the nature of the client/ 
therapist relationship was construed to be the same as well. This position has 
proved to be unrealistic, for a number of conditions are necessary in order to 
work effectively with sex offenders. In addition to the necessity of working 
within a different structure - a team sharing information, rather than a lone 
clinician withholding it - clinicians must hold to different therapeutic principles 
and tolerate a different type of clinician/client relationship, one that is marked by 
less trust and more controls, in order to work effectively. ..”
Thus assumptions when working with this chent group are that they are 
interested in deviant sexual acting out, have committed many more, and more 
serious offences than those they are admitting, that these were planned, 
rehearsed and the subject of earlier masturbatory fantasy, and that they will lie 
about or distort their perception of the acts (Laws, 1989).
How can such attitudes be reconciled with the values and therapeutic practices 
of counselling psychologists, which are geared towards working with voluntary 
chents within a secure therapeutic frame that emphasises the uniqueness of the 
relationship between the chent and the therapist (e.g. Smith, 1991), and where 
confidentiality is seen as a necessary condition for establishing that relationship 
(Everstine et al, 1980). Counselling psychologists are also bound by ethical 
considerations. These have been discussed by ShiUito-Clarke (1996) who 
suggests that we keep in mind Beauchamp and Childress (1989) model of moral 
and ethical reasoning when working with clients. They propose a philosophy of 
respect for autonomy (the individuaTs freedom to their own choices and 
actions), beneficence (an obhgation to benefit our clients through our 
interventions), nonmaleficence (to use our power and ability responsibly in not 
harming the client) and justice (which values fairness and equality). These 
principles should be binding, 'unless in a given situation, there is a more 
significant principle which overrides it\ (my italics) Shillito-Clarke adds
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Kitchener’s (1984) principle of fidelity (the value of trust in a relationship, 
where each person acts as promised) - which she considers to be fundamental to 
the therapeutic relationship, together with ‘good contracting, informed consent 
and confidentiality’, (p 558).
With regard to the principles of autonomy, beneficence, nonmaleficence and 
justice, we might reasonably assume that sexual offenders as a client population 
will represent those situations where there are indeed more significant 
overriding principles. However, where fidehty, good contracting, informed 
consent and confidentiality are concerned, the issues become less clear cut. In 
other words, how can we establish a working alliance, under conditions where 
therapy is mandatory, where a priory conclusions are that the client will be 
devious and untruthful, where his behaviour will be monitored and where we 
have to share information about clients with other professionals? Working in 
this way would appear inevitably to lead to ‘alliance ruptures’ which Safran et 
al (1990) identified as the client’s overt expression of negative sentiment, covert 
hostility, such as passive- aggressive behaviour, disagreement about the goals or 
tasks of therapy, the client being overly compliant, or using avoidance 
manoeuvres in the therapy, clients using self enhancing operations or not 
responding to interventions.
Yet the working alliance is seen as the sine qua non of psychotherapeutic work, 
a mutual commitment, “.. the necessary ground agreements between 
psychotherapist and client, without which the psychotherapeutic work could not 
take place. Without it there can be no genuine assumption of responsibility for 
the client, nor any genuine long-term engagement on the part of the clinician.” 
Clarkson (1995:32). Clarkson further states that “...the negative and 
destructive effects of legal, physical or medical force on establishing or 
maintaining a working alliance of any kind in the future, can be enormous, 
debilitating and long-lasting.” This presents the counselling psychologist or 
psychotherapist with a dilemma, and Salter (1988) has suggested that several
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different ways of working must be assimilated. These will be discussed below, 
with Salter’s ideas in italics. They include that treatment must be mandated, 
with limited confidentiahty and trust; the therapist and not the client must set 
treatment goals; the therapist must have an explicit value stance and set limits; 
the therapist must respect the client, but not collude with him or her, and that 
confrontation is a major part of the treatment.
Mandated treatment
As sexual abuse is an assaultive behaviour with inevitable victimisation and 
breaking o f the law, corrective legal action is justified.
While it may be difficult to reconcile this approach with the principles of 
autonomy and justice within the therapy, it might be conceded that the client has 
temporarily forgone his rights to these, and we can still apply those of 
beneficence and nonmaleficence as an overall aim, as therapeutic interventions 
are in the client’s best interest in the long term. However, we must keep in mind 
that establishing a therapeutic relationship - which has been shown to be more 
important than the model of therapy used, (e.g. Luborsky et al, 1973; Norcross 
and Goldfiied 1992) - under these circumstances will be difficult, thus allowing 
only a limited kind of psychotherapy to be conducted, because all the creative 
and free energy tends to be taken up in safeguarding the basic conditions of the 
working alliance (Clarkson, 1995). These considerations have to be balanced 
with the fact that even if there is only one positive outcome among many 
offenders, it may result in fewer victims of sexual abuse.
The therapist, and not the client, must set the treatment soals
The treatment goal ultimately to prevent the clientfrom future offending. The 
sexual offender's goals on the other hand might be to convince the therapist
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that they were innocent or not responsible and to support them in terminating 
therapy as soon as possible.
Therapists must therefore repeatedly resist colluding with the client’s 
inappropriate goals. Whether this is fundamentally different from what occurs 
in ‘normal’ therapy is a separate topic for discussion, but one way of dealing 
with this might be for the therapist to openly acknowledge that, because of the 
particular circumstances of the therapeutic encounter, his or her goals may be 
different from those of the client. However, is it possible to accomplish useful 
work when the therapist is dependent on the client to produce ‘good results’ ?
It has been suggested that clients may simply leam to say the right thing and 
become more socially skilled sex offenders (Griffin, 1997). Griffin suggests 
that we should adopt a stance of benevolent indifference to outcome, taking no 
responsibility for achieving the treatment goals in respect of an individual client. 
In the final analysis the practical techniques offered, for instance to block 
potentially harmful fantasies, (Laws et al, 1989) will only be effective with those 
clients who ultimately choose to change themselves. Therapy with offenders 
may also carry an element of ‘defensive psychotherapy’, (Clarkson, 1995:55) 
where therapists are fiightened of litigation and may be terrified of taking into 
account the client’s reality for fear that it can be proved to be different from 
theirs in a court of law. “What I see, unfortunately, among many practitioners 
is a rather regrettable attempt to be more and more careful, more and more 
conscious of third parties (for example supervisors) listening, interpreting and 
judging what can only ever be mediated by those involved in specific 
interactions in the confines of the consulting room concerned. There is an 
increasingly anxious preoccupation to be error-free and avoiding intuitive 
authenticity”.
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The therapist must have an exvlicit value stance
Rather than seeing the world from the client’s point o f view and remaining 
nonjudgmental, the therapist must make a de facto statement that the client’s 
values are not acceptable, the behaviour is harmful to others and the victim is 
a reliable witness, and the offender is not.
Counselling psychologists here are faced with a dilemma. How can they make 
such explicit value statements on the one hand, while on the other hand working 
in an environment where the technique of direct observation of sexual arousal 
via penile plethysmography (PPG) is widely endorsed and used, both in this 
country and in the USA (Abel et al, 1978)? It is claimed that these objective 
data can reveal to the therapist and prove to the offender that his arousal is 
devious and particular types of activities and victim characteristics are likely to 
threaten his perceived control and restraint. Yet this process can in itself be 
seen as abusive and devious, and may reinforce the offender’s ideas that the 
world is an abusive place, where he experiences himself as a helpless victim. 
Blaming others or external forces for the abuse is seen as an example of 
offenders’ cognitive distortions which enable them to maintain their pattern of 
offending, and therefore a key treatment task should be for the offender to 
accept responsibility for his behaviour (Mezey et al, 1990). However, how 
can this be achieved, when the therapist’s justifications for the use of the PPG 
might equally be seen as cognitive distortions, which are not so dissimilar from 
the offender’s stance of rationalisations such as “she asked for it”. Groth 
(1979), Freeman-Longo (1982) and Abel and Blanchard (1974) have all 
suggested that deviant arousal patterns develop as a result of learned behaviour 
and social interactions, such as sexual victimisation or sexually traumatic events. 
If we apply the fractal geometry of Chaos Theory to human interactions, which 
has shown that when parts of the movement of complex systems are compared 
with these systems as wholes, they are virtually the same (Zohar, 1990), then 
the use of the PPG could be seen as mirroring those aspects of sexual
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victimisation and deviant arousal patterns that the client has previously 
experienced, either by being a victim, or a victimiser. Thus the treatment 
models precisely that behaviour which it is attempting to eradicate, BPS 
Guidehnes of PPG usage, produced by the multiagency working group of 
forensic psychologists notwithstanding. Another area of concern, which will 
not be discussed here, is whether the end justifies the means, such as producing 
and showing material which would sexually arouse a paedophile.
The therapist is not a police officer, but sets limits
This is seen as an important factor in helping offenders to leam to live within 
the limits o f the law. Limits are set by the therapist’s willingness to disclose 
information regarding future molestation. He or she also sets limits on contact 
with potential victims.
However, whereas the setting of limits can be experienced as containing and 
secure (Smith, 1994), therapists must be carefixl not to engage in ‘monitoring’ 
the client, and thus slipping into a dual relationship, which is unethical and 
compromises the therapeutic alliance even further (Shillito-Clarke, 1996).
Limited confidentiality and trust
This is seen as necessary i f  the team is to function effectively. Sexual abusers 
differ from the traditional stance as the individual is asked to surrender his/her 
right to have total confidentiality, which involves a radical shift fo r the 
therapist, who must discuss clinical material with probation officers and child 
protection workers.
Counselling psychologists therefore need to be careful not to make promises 
that cannot be kept and to inform the client about what may be shared, 
according to The British Psychological Society’s Code of Conduct (Ethical
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Principles and Guidelines Section 4.2, p 3), and resist any pressure to reveal 
information that is not directly relevant to the offence.
Where trust is concerned in other forms of therapy the client is ultimately the 
best source of information and the best author on his own experiences. Even 
when the client’s perceptions are not accurate, it is believed that they motivate 
his or her behaviour and they are taken as basic data from which the therapist 
works (Clarkson, 1995). Sexual offenders, according to Salter, however may 
continue to assert their innocence despite the overwhelming evidence to the 
contrary and despite a good rapport with the therapist. It is difficult therefore 
to established mutual trust in such an atmosphere of suspicion, which however 
should be aimed for in later stages of the therapy. Instead it may be necessary 
for the therapist to be scrupulously honest about his/her own reservations, 
possibly by stating that experience has shown that this would not be beneficial, 
and by not blaming the client, but the nature of the work.
Respect versus collusion
Though it is difficult to extend respect to someone who abused another it is 
critically important to simultaneously extend respect to the person as a human 
being, empathise with his pain and believe in his capacity to do better, while 
not colluding with the sexual abuse and making this clear to the client. Salter 
states that offenders quickly detect a sense o f respect coming from a person 
who is difficult to manipulate and they respond as i f  something in them is 
worth respecting.
Working respectfully seems particularly important, since many offenders have 
also been victimised (Vizard et al, 1995), although clients themselves may 
undermine this, because they have no other model of the world. But, as stated 
before, if they perceive a process whereby they feel victimised, they may be 
tempted to ignore the content of the communications in therapy by taking
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refuge in notions of the world as an abusive place, thus normalising their own 
abusive behaviour.
Confrontation
Therapy with sexual offenders is heavily weighted towards confrontation. 
However, the therapist has to take care not to be too hostile, or to back the 
client into a corner. In order to prevent countertransference defensiveness on 
both sides, it is important to state from the beginning that the therapist will not 
always agree with the client.
Counselling psychologists might look at this issue from a slightly different 
perspective and consider the possibihty of decreasing the client’s need to be 
defensive. Salter (1988) for instance states that offenders’ partial denials are 
frequently idiosyncratic and make no sense to the therapist, as they will admit 
committing a particular offence a few times, but deny the actual number of 
times it allegedly occurred. However, instead of confronting clients with our 
version of the truth, and trying to get them to admit frill responsibility, it might 
be better to adopt a stance of curiosity about why they have this attitude, as 
postulated by the existential / phenomenological approach (e.g. Spinelli, 1995). 
In this way we might arrive at a greater understanding of the offender. Only 
when we become curious about the function of clients’ attitudes and beliefs can 
they be invited to become curious themselves and to speculate not only about 
the function of their own positions and their consequences, but also about the 
best way to change.
Conclusions
The treatment of sexual offenders appears to encompass elements which are 
incompatible with the optimal therapeutic practice of counselling psychologists, 
such as limited confidentiality and trust, and a way of working which seems to
65
pressurise the therapist into producing the desired outcome, and involves a pre­
set agenda, instead of one that is mutually agreed between client and therapist. 
Those working in this field therefore have to struggle to incorporate their own 
moral stance. This might be achieved by considering that the ethical principles 
of autonomy, justice, fidelity, beneficence and nonmaleficence set out in the 
Handbook of Counselling Psychology (Shillito-Clarke, 1996) can only be 
applied in a restricted way to this population, but may be seen as applying in a 
wider sense to the offender and the community. In addition it may be that 
a real working alliance with these clients is only possible if we adopt an attitude 
of benign indifference to outcome. It seems necessary however, to be aware of 
Safi’an’s (1990) signs of ruptures in the working alliance, and to attempt to 
resolve these by attending to them and by directly addressing them as part of the 
therapeutic work. Perhaps what counselling psychologists working in this field 
should remember above all is to ask themselves what Clarkson, (1995; 161) 
considers to be the most important question : “is this benefiting the client- and 
how is it?”
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Introduction to practical placement and therapeutic skills development 
chapter
Over the course of training I have completed three placements. These were in 
the Student Counselling Services at a University Health Centre, at Relate, 
(marital and couple counselling), and at an agency where work with child and 
adolescent perpetrators of sexual abuse is carried out. On average two days per 
week were spent in these settings, representing more than 500 hours of direct 
work with clients.
Included in this chapter are;
• Short descriptions of the placements
• A brief overview of the three years experience
Summaries of four client studies, the originals of which are not included in 
this public document.
• A discussion of issues derived from two process reports, also not included.
Confidential files with fiirther details of the above are included in a separate 
appendix. This, together with log books of my therapeutic work, including brief 
accounts of other work carried out on placement, are kept at the psychology 
department at the University of Surrey.
N.B.: In order to preserve clients’ anonymity, initials, names and other 
identifying details have been changed.
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Placement 1: University Counselling Centre
As part of this particular university’s student health service, the counselling 
centre offers therapy and psychological counselling for students and staff, 
including a sizeable number of mature students. Clients may be referred 
through their departments, their personal tutors, one of the doctors at the health 
centre, or come of their own accord. There are no restrictions to the number of 
sessions offered, potentially therapy could last throughout the entire university 
career of a client. However, a significant proportion of the clients come for 
shorter term therapy. Presenting problems cover a wide range, including 
problems with work, transitions, loneliness, exam anxieties, relationship 
problems, drug and alcohol abuse, low self esteem, eating disorders, childhood 
abuse, depression and so on. The theoretical perspective of the clinical 
psychologist who runs the centre is psychodynamic. The centre also employs a 
counselling psychologist who is person centred. Both however integrate other 
approaches, such as cognitive-behavioural ones into their therapeutic work 
when it seems indicated. The style of supervision for the psychotherapeutic and 
counselling psychologists is person centred in the first year, and in their second 
year of training it is geared towards the psychodynamic model, and alternates 
between one-to one and group supervision, which involves both counselling 
psychologists and the two trainees.
I worked independently, was treated as a colleague, and felt able to discuss any 
issues arising with either of the psychologists, even if this meant telephoning 
them at home. I also devised and ran an assertiveness group in this placement. 
Apart fi-om occasionally liaising with one of the doctors or the senior nurse at 
the health centre, and writing the occasional letter to a tutor, there was no other 
involvement with other agencies or working groups.
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Placement 2: Relate
Relate counsellors are specifically trained by Relate to work with couples in 
relationships, or those who are about to, or have recently broken off fi"om a 
relationship. Couples do not have to be married, nor do they have to be of the 
opposite sex. The work does not necessarily revolve around ‘mending’ the 
relationship, but might equally be about how to separate with the least pain for 
everyone involved and what possible lessons can be learnt for any subsequent 
relationship.
In the therapy the stress is on the relationship, rather than individual issues 
concerning either of the couple though these often need to be addressed as well. 
It is not uncommon to see only one partner - for instance a distraught wife 
whose husband has left her. However, individual problems, which have 
nothing to do with relationships are generally referred on, although the 
boundaries between when it stops being a relationship problem and becomes a 
personal one are often unclear.
The work at Relate generally revolves around integrating person centred, 
psychodynamic and cognitive-behavioural approaches. The presenting 
problems range widely: problems with communications, intimacy, jealousy, 
arguments, affairs, lack of trust, loss of romance, no time for the relationship, 
'gone off sex', disagreements about sex, and so on.
All counsellors are required to attend a fortnightly group supervision for two 
hours, run by an external Relate supervisor, in addition to their individual 
supervision. Supervisors are also available at all times on the telephone, (with 
holiday cover) should the need arise. There are about 20 counsellors working 
at this particular Relate, (two of whom specialise in psychosexual therapy) who 
are also always available for a second opinion or a debrief when needed. There 
are two supervisors, one male and one female, who both run one of the groups.
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My group consists of 8 counsellors. We also have two psychiatrists and legal 
advisers whom we can consult. The manager, 3 appointments secretaries and 
evening receptionists are all helpful and professional, therefore the frame feels 
very secure and supportive.
Clients talk to an appointments receptionist in the first instance, who makes an 
appointment for them to come for a ‘reception interview’, generally within one 
week. These last for half an hour and consist of taking demographic data, 
making a short note of the presenting problem and explaining Relate counselling 
to the clients, or if they do not seem suitable for Relate to refer them elsewhere. 
Clients subsequently go on the waiting list and are rarely seen by the same 
counsellor for ongoing work, although it does happen occasionally. Ongoing 
counselling may be long term, but is generally probably between 8 and 14 
sessions.
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Placement 3: Working with young perpetrators of sexual abuse
This agency was set up as part of this particular county's Children and Families 
Service to provide a community based service for the management and 
treatment of perpetrators of sexual abuse who are under the age of 18. It 
consists of a multidisciplinary team, who work alongside and in collaboration 
with other agencies, such as social workers, the youth justice team and 
probation officers. The team consists of two senior practitioners with a 
background in social services, education and the probation service, two family 
therapists, a counselling psychologist-in training (myselQ, an assistant 
psychologist, a consultant psychiatrist and a consultant chnical-and counselling 
psychologist. Clients may be referred through other agencies, their families, the 
police, social services, schools and educational psychologists, to whom the 
agency also acts as consultants. The clients usually undergo an initial 
assessment over 6- 8 sessions which includes psychometric testing and also 
assesses their risk in the community. Thereafter there are no restrictions on the 
number of sessions offered. The psychological therapy consists mainly of 
cognitive - behavioural interventions, however systemic and psychodynamic 
elements are also sometimes considered. The work is generally carried out by 
two therapists, sometimes in the room together, but more often one of them 
observes the live session on video in an adjoining room. Sessions are planned 
beforehand and the set agendas are strictly adhered to and discussed afterwards 
by the two therapists. The style of supervision for the psychotherapeutic and 
counselling psychologist in the third year of training is cognitive-behavioural. 
There are fortnightly group supervisions involving all members of the team. I 
also had additional supervision from a clinical child psychologist, who followed 
a strictly cognitive model.
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Summary of the first client study^
Mrs. R (30) was Indian and gave an outward impression of being self-assured 
and confident. She worked part time as a PA for the director of a firm of 
accountants. She was married, with three girls, aged 9, 5, 4.
Mrs. R was experiencing high levels of stress, as she was the sole wage earner 
in the family, and up till now had been working flexible hours to fit in with her 
children’s needs. Now her previously supportive employer was pressurising her 
to work longer hours, promising her that she could ‘go far’. This appealed to 
her wish to be independent, but she felt in a double bind, as it meant spending 
less time with her children. She was also afi’aid of losing her job if she did not 
comply. Her husband, who worked as a writer at home, was adding to her 
stress, as he refused to help, shouted at her and the children and blamed her for 
everything that went wrong at home and his personal life, accusing her of 
neglect.
Mrs. R seemed to have no support, and she had little contact with her parents 
or older brother. She described her father as amoral, tyrannical, cruel and scary, 
yet very charismatic. Throughout her childhood in India, he openly had affairs 
and physically abused his children, from whom he demanded devotion and 
perfection. She described her mother as compliant, but cold and distant. They 
moved to England when Mrs. R was 12, where she experienced racial 
discrimination and had since felt that she had to try extra hard to be accepted. 
She was a lonely child with few fiiends, and spent much of her time making up 
stories and living in a fantasy land where everyone was good and kind. She 
appears to have received little nurturing, being physically abused by her father, 
with her mother as a detached bystander and no one else to turn to. Her only 
reinforcements from her parents were for academic achievements, and working
* These summaries are necessarily incomplete and lack detail (some of which has been changed) due to 
constraints of word limits and confidentiality issues.
74
hard. She achieved good A-levels, and was successful in finding a good 
position as a PA before her disastrous first marriage to a tyrannical man, with 
whom she had her oldest daughter.
Mrs. R felt she had failed both her husband and her employer. This was 
particularly difficult for her, as her sense of self appeared to revolve around her 
achievements, through which she had been able to develop some semblance of 
control and self-efficacy, which helped her to survive her damaged childhood. 
Her previous defence mechanisms of flight into fantasy and denial were no 
longer working. She was tom between her desire to achieve something for 
herself and her feelings of obligation to her husband and children.
The behaviour of both her employer and her two husbands seemed to echo 
aspects of her father. Mrs. R seemed to have modelled her relationships with 
controlling men on those of her parents, taking on her mother’s compliance. At 
the same time she was aware of the multiple aspects of her own personality, 
incorporating her father’s mixture of power, cruelty and kindness, and the 
mother’s weakness and strength. She was afi'aid that her own power could 
become manipulative and abusive if she used it, which may have hidden the rage 
she felt towards her parents, the men in her life and her circumstances.
She now felt a need to work through these issues of abuse of power, especially 
as she had recently noticed some of her own traits of being compliant and 
withdrawn in one of her daughters and this had made her question whether she 
wanted to model this way of life for her and whether she herself did not deserve 
better. Her strength of character and her psychological mindedness helped her 
in this endeavour. She needed longer term sensitive psychological therapy, and 
a supportive, nurturing relationship, which enabled her to explore her situation 
in more detail, to take into account her own needs and to use her own 
considerable resources to make more informed decisions, become more 
assertive and to increase her self-esteem. At the end of therapy she had become
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able to ask both her husband and her employer for more help and some 
consideration of her needs.
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Summary of the second client study
Mr. and Mrs. B were referred for marital therapy because Mr. B said he had 
been impotent in the last six months. They were both 62, and up to six months 
previously they had sex at least once a day, and although Mrs. B did not want 
sex this frequently, she never said no. However, recently she felt she deserved 
‘a bit of a rest’, particularly as she was experiencing pain on intercourse, for 
which she was now consulting her doctor. It appears that being thus ‘rejected’ 
Mr. B sometimes lost his erection and began to doubt his sexual potency. 
However, they still managed to make love about twice a week.
Mr. B had recently retired, and now felt useless and ‘too old’, as he could not 
even get part time work. Meanwhile Mrs. B was still working part time, and 
also spent a considerable amount of time looking after grandchildren and 
generally feeling wanted and useful.
The couple had been together for 38 years, but only married in 1982, as Mr. B 
was briefly married before, but separated shortly after the wedding. However, 
he stated that he could not afford to get divorced for many years. Their 
account of their early relationship was stormy, with frequent arguments over 
trivial things, Mrs. B running away back to mother several times, and Mr. B 
‘chasing after her’ to get her back. Both came from large famihes, Mr. B being 
Irish Cathohc and the third youngest of nine children. His father died when he 
was 3 and he was brought up by his older brothers and his mother, who he said 
were cruel and controlling. There was much physical punishment and he had to 
do what he was told by his mother, even to become a builder instead of a 
mechanic. He was jealous of his younger brothers, who he said were allowed 
more freedom.
Mrs. B was the third of five children. She knew all her life that she was not 
wanted, as her parents told her they only ever wanted two children. She said
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she never felt close to her family and has no childhood memories. She left home 
at age 15, and only got closer to her mother when she had nowhere else to go 
when she fled from Mr. B after their arguments. Even then the mother was 
always on his side. On the whole Mrs. B was flattered by Mr. B’s attentions, 
and she said that despite his occasional violence in his demands for sex, she was 
a ‘willing victim’. Over the years their relationship became stable and they said 
they were happy with their marriage and their three children.
Mr. and Mrs. B’s problem seemed to be connected with the transitions they 
were facing at this life stage. It appeared that because of the lack of affection in 
their families of origin, the only way they could communicate and be close was 
through sex. This for Mr. B meant he was wanted. His feelings of uselessness 
at retirement coincided with his wife’s decline in sexual appetite, and as she no 
longer responded to him as before, he found it difficult at times to get an 
erection, which further added to his feelings of inadequacy and rejection. In 
addition it seemed that the so-called ‘marital fit’ was that Mr. B had used his 
sexual demands towards his wife as a way of compensating for the lack of 
attention his mother gave him as a child, and as a way of having his demands 
met by a woman. For Mrs. B his constant sexual claims on her represented 
‘being wanted’, something that was sadly lacking fi*om her childhood.
In therapy I acknowledged and helped them to work through the difficult 
transitions they were both undergoing. We explored how their families of 
origin had influenced how they communicated, related to each other, and 
expressed intimacy. We also worked on how they can communicate more 
effectively, so that both can acknowledge their own needs without being 
rejecting of the other and ask for and give affection in nonsexual ways.
Mr. and Mrs. B began to see what sex stood for in their relationship. This 
helped them to talk more directly about other feelings as well. They were 
working well, and were able to make psychological links at an intuitive level
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which seem to benefit them greatly. Mr. B started to accept that not having sex 
every day does not make him impotent. As their relationship was basically 
sound, six therapy sessions helped them to resolve their main difficulties and 
reach mutually acceptable levels of compromise.
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Summary of the third client study
Mr. M (20) was a student in his second year, and referred himself for therapy 
‘to sort himself out’. He was a pleasant looking and engaging young man, 
behind whose air of grandiosity there were occasional glimpses of an insecure 
small boy.
Mr. M was experiencing high levels of anxiety and had stopped working for his 
degree since breaking up with his girlfriend some few weeks ago. He had been 
going out with her for a year, and they seemed to have made positive plans for 
the future. He said he was now lonely and bored, no longer had any goals and 
was trying to fill the void in his life by drinking and ‘hanging out’ with an 
unemployed fiiend. He had recently moved back home, after sharing a fiat with 
fiiends, because he said he was ‘broke’. He said his mother was constantly 
nagging him to ‘do something with his life’, and hated it when he messed up her 
house, brought home friends, and played loud music. His father seemed to live 
a somewhat separate life, but when was around father and son appeared to have 
the relationship of ‘drinking buddies’ , getting into trouble with the mother, who 
they both saw as ‘unfathomable’. In fact Mr. M saw most women as puzzling, 
except his 2 years older sister, whom he said he was close to, but who no longer 
lived at home. He had also become disenchanted with his father, whom he used 
to look up to, but whom he now saw as simply wanting a quite life, and 
spending less and less time at home.
He said he had few childhood memories, but thought he knew how to 
manipulate his parents by being outwardly compliant, but doing what he 
wanted. For instance, when asked to stay in his room, he would climb out of the 
window, and only occasionally get into trouble for it. He also remembered 
hitting his sister, and then making sure she got the blame. He felt he never lived 
up to his mother’s expectations of him, and there was a sense of ‘having to be
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on show’. As a teenager he rebelled by drinking and smoking ‘pot’, and even 
got into trouble with the police for unruly behaviour in public.
His move back home may have reflected a desire to become emotionally closer 
to his parents, and a way of asking for acceptance and support, yet he seemed 
to feel more alienated. He had become painfully aware that his mother is unable 
to accept aspects of him which were not consistent with her expectations, while 
his father only related to him on a superficial level. At the same time he knew 
that he was acting in ways that alienated his parents, however he seemed 
unaware that this was the only way he was able to ask for attention. Indeed his 
way of drawing attention to himself may always have been some kind of ‘acting 
out’, which was reflected in the many times he was in trouble when he was 
younger.
Mr. M appeared to look to others to provide his impetus in life, and this had 
come fi'om his girlfriend, who had also satisfied his ’narcissistic’ need to be 
admired. This need was manifested in grandiose gestures and the telling of 
outrageous stories involving daring behaviour and spending large amounts of 
money. It possibly reflected a lack of confirmation and acceptance of his own 
sense of self fi’om an early stage in life, when it would have been appropriate to 
reflect his feelings of ‘grandiosity.’ Added to this were his recent doubts about 
his father, whom he had admired, but with whom he could no longer identify.
In his fiiend he seemed to have found an ‘alter ego’ with whom he could 
identify and who reflected his own feelings, thus confirming his sense of self.
Mr. M had little psychological insight, and the therapy took the form of 
empathie mirroring for some time, in the hope that he could begin to feel safe 
enough to allow himself to work through his feelings of hurt, anger and grief. 
Although this work was ongoing, Mr. M decided to end therapy, because he felt 
he needed to concentrate and catch up on all the course work he had neglected 
in order to continue his studies.
81
Summary of the fourth client study
Andrew looked younger than his 14 years, and seemed shy but co-operative.
He was alleged to have sexually abused Erik (14) at a special school for children 
with language disorders, where they were both weekly boarders. This took the 
form of mutual masturbation. Andrew insisted this was by mutual consent, and 
they did not know it was wrong, until they were caught and told off by the 
headmaster. Subsequently Erik protested that he was forced into it by Andrew, 
who has since been seen as the ‘perpetrator’. Several teachers at the school 
saw Erik as the more easily influenced of the two boys, and Andrew as able to 
exert influence and pressure on other pupils without actually bullying them.
Andrew’s language difficulties were to do with having a very short attention 
span, and he had problems with the sequencing of events and keeping 
concentrated and focused on any one subject. Additionally he took what he 
was told literally, (for instance when asked to ‘pull his socks up’ he did just 
that) and found it hard to hold two concepts in mind at once.
After the incident Andrew disclosed that before he went to boarding school he 
was sexually abused by a neighbour, Mr. X who had befriended him and with 
whom he frequently stayed overnight. An investigation followed, but 
proceedings were dropped because of lack of evidence. Mr. X had since 
moved away from the area. Recently school medical records had come to light 
which showed that Andrew suffered from pain, constipation, diarrhoea and anal 
bleeding between 1993 and 1996. He said he sometimes woke up at night to 
find Mr. X lying on top of him, or in his bedroom with his trousers off, and that 
his own pyjamas had also been taken off. As soon as he awoke, Mr. X would 
run from the room, and he was sure he ‘tried to have it off with him’. However, 
because Mr. X also gave him much affection and many treats, he did not 
disclose anything.
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After the alleged abuse Andrew slept in a room of his own under supervision at 
school, and he said that some of his friends teased him and talked about him 
behind his back, especially about his coming to ‘counselling’. He spent week­
ends at home, where he shares a room with his two brothers, John (15) and Sam 
(11). This led to tension over space and belongings and Andrew frequently felt 
‘left out’ as well as neglected by his mother and he got angry and aggressive.
He had a sense of being singled out and treated unfairly, and saw having to go 
to boarding school as a punishment, especially as Sam also had language 
problems and was allowed to live at home. Andrew also told us that he was 
often left alone at home at week-ends, and he was afraid that burglars would get 
into the house, or that Mr. X would ‘come and get him’. He was afraid to go 
out to play, and had fantasies of being attacked and hurt.
There were five children in the family. The oldest, Joan (19) had left home, 
Andrew did not feel close to her. Andrew was 3 when his parents divorced, and 
his mother married Mr. B, who is also Sam’s and Emma’s father. From 
Andrew’s accounts he regarded Mr. B as his father, and looked up to him as a 
strong and protective role model, whereas his real father seemed more like an 
uncle whom he occasionally visited. However, Mr. B was not around much, as 
he is a long distance lorry driver. Andrew had not been able to give an account 
of his early childhood, as he said he did not remember much, except playing 
football with his stepfather and brothers and some enjoyable family outings.
Andrew does appear to be the victim of trauma, as he was experiencing 
flashbacks, intrusive thoughts, fear of being alone and going out, which 
indicated that he may be suffering from post traumatic stress disorder. His 
insistence on sleeping through Mr. X’s nightly visits might have include an 
element of dissociation. Additionally his family had found it difficult to 
adequately meet his needs, practically and emotionally, fiirther contributing to 
Andrew’s low self esteem and feelings of isolation. He was also going through 
the difficult transition of adolescence.
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As there were some indications that the sexual behaviour with Erik was 
connected to what happened with Mr. X., it was important that both issues 
were worked through together. Additionally cognitive/behavioural work 
around sexually inappropriate behaviour was carried out. Finally Andrew 
lacked the sexual education appropriate to his age and developmental stage, and 
this was also addressed in the therapy. Given time, space and patience in the 
therapy, Andrew was able to tell a coherent story, and he responded well to 
drawing and story-telling, which he used to work through some of the difficult 
issues he was dealing with. I hope this enabled him to gain some sense of 
autonomy and self efficacy.
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A discussion of process issues derived from two process reports, which are 
included in the appendix.
The two process reports included in the appendix are from the first and third 
year of training. They are from different settings, and highlight a number of 
issues. Again, as a matter of confidentiality, only some of these can be 
discussed. One of these is that I appear to have made some progress in my use 
of the therapeutic relationship. In the first year I had an awareness of the 
relationship as a ‘background factor’ which I thought about retrospectively to 
make sense of what was going on in the therapy, whereas in the third year I 
used it more intentionally, in order to engage and work with the client.
Another issue that has been highlighted by reading through process reports is 
that at almost every point in the therapy there are alternative interventions and 
strategies, which might have been used with hindsight. Therefore frequent 
thoughts on transcribing and ‘interpreting’ a therapy session are “why did I say 
that” and ’’why did I ignore this communication which seems of such obvious 
importance?”. Nevertheless, I managed to ‘rationalise’ my own comments, 
name my interventions and find some plausible theoretical explanations. 
Furthermore, reading through the reports many months later, it is possible to 
find different and seemingly more plausible explanations. Thus, do these post 
hoc interpretations describe with any accuracy what was actuallv going on? In 
any case, I can only surmise the client’s experience of the ongoing process, 
which reflects both his or her and my own conscious and unconscious 
responses.
As both the client and I bring our subjective experiences into the therapeutic 
situation, and interpret it in the light of our past and present expectations and 
wishes, whatever I as the therapist am not ready to address or deal with 
(consciously or unconsciously) gets left out. This was apparent in a process 
report with a client who suffered from bulimia. She was a vulnerable young
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woman from a dysfimctional family who lack closeness, and do not seem to 
communicate with each other, with a long-suffering mother and a distant father. 
A number of the things she said about her mother, for instance that she was pre­
occupied, and played down the fights between her and her brother, rather 
uncomfortably echoed relationships with my own children. Therefore when she 
told me of her mother’s ignoring her brother’s bullying behaviour towards 
herself, I said: ’’she could ignore it,... but you could not..”, omitting to ask her 
how she felt about her mother’s ignoring the bullying. This led to talking about 
her brother, a much more comfortable topic for myself, which can be seen as 
‘obstructive countertransference’, (Kahn, 1991) interfering with the therapist’s 
clarity and empathy. I could only address the client’s relationship with her 
mother later, when I had struggled through my own feelings around these issues 
with both my therapist and my supervisor. It made me aware of the importance 
of personal therapy as well as supervision.
Another issue highlighted was that when I followed my own train of thoughts 
and tried to consciously link the client’s presenting problem with theory, I 
generally lost the thread of what was going on for the client at the moment. For 
instance I went into this session having read much about eating disorders ( e.g. 
Dana & Lawrence, 1988) and wanted to address ‘cause’ and ‘control’. This 
essentially stopped me from picking up several of the cHent’s communications. 
When the client said she would go mad if she did not get rid of the bulimia, I 
failed to explore this statement, which I was incapable of dealing with, going on 
to something I felt safer to discuss: “just now you said ‘I want to find out the 
cause of it’”, which then moved the session into a different direction altogether. 
My post hoc explanation: as the client had not elaborated on ‘going mad’ I 
wanted to explore her psychological mindedness and see if she could make links 
to possible functions of the behaviour.
Likewise when the client said that after a while she just ate to throw up, I 
ignored this piece of information, and stuck to my own thoughts, “At first it
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was quite good to have that kind of control”. This moved the client on to 
issues of control, with which I was more familiar and comfortable.
With this client a minimum of interventions were necessary in order for her to 
feel heard and to work out her own solutions. Nods, ”mhm”, “yes” and 
paraphrasing what she had said, helped her to move on and talk about her own 
feelings, thoughts and fears. This fits in with Clarkson’s idea (1996, p 13): that 
regardless of the psychotherapist’s interventions “ - it is the patient who will or 
will not take it, use it, discard it, ignore it and make it work - sometimes against 
all the odds.” Furthermore, sometimes my responses can be seen as simply 
human, for instance when I ask her “which boyfiiend was that, the present or 
the previous one?” Such human interest is surely essential in any relationship, 
including the therapeutic one, which has been shown to be the most important 
ingredient of therapy (e.g. Norcross and Goldfiied, 1992).
While I was aware of the therapeutic relationship with this client, I was not 
confident enough to address it with her directly. In the other process report 
which occurred at the start of the third year, I was determined to do so with a 
16-year old male client, who had been cautioned for stealing lady’s underwear. 
He had been referred by his mother, who was afi'aid he might turn into an 
offender, like his father. Because clients in this setting are mainly adolescents 
and generally not there voluntarily, the therapists have to take a much more 
pro-active part in the sessions, and minimal interventions are less fiuitfiil.
Relationship issues in terms of the therapeutic alliance dominated the session 
and what stands out are how my own thoughts and worries about the 
therapeutic frame take over the therapy. This reflects my feelings of discomfort 
about the setting, (see my essay ‘The treatment of sexual offenders: the role of 
the counselling psychologist’, p 45), demonstrating how much they influence 
the work. The client had been passed on to me after working with a male 
practitioner (X) for six sessions, with myself ‘behind the screen’ as an 
observer/co-therapist. I had felt voyeuristic, particularly when X had attempted
87
to discuss the client’s masturbatory fantasies, which the client had firmly 
evaded. During each session X had joined me in the adjoining room to get my 
feedback, and would then go back and talk with the client about issues I had 
brought up, without however acknowledging what had gone on. At the end of 
the last session he had briefly told him that he would be seeing me from now on, 
as his ‘assessment’ had ended. I was unhappy with the way this had been 
handled, and therefore wanted to address how the client felt about working with 
me instead of X, as well as how he felt about being video-taped and ‘discussed’ 
during sessions, as the previous week there had been many hidden 
communications (Smith 1991) about ‘being talked about’.
While this work needed doing, and we did develop more trust and democracy, I 
went in for a considerable amount of ‘overkill’ and therefore neglected and 
swamped the client’s issues, who only got to talk about his family dynamics 
towards the end of the session.
At the start of the session I asked the client how it felt working with me in the 
room instead of behind the screen, and the client very quickly told me he would 
find it difficult to talk to me about the (sexual) ‘nitty gritties’ and that he felt a 
loss about X no longer being there. While acknowledging these feelings helped 
him to talk about them, several attempts at rescuing him were less helpful.
Saying that I had already been part of his sessions behind the screen, and X 
would be similarly involved, and reassurances of what we discussed only elicited 
monosyllabic and doubtful replies, and probably confused the client even more, 
who told me he had to build his confidence up again. A more helpful 
intervention seemed to be when I encouraged him to ask me questions if he did 
not understand me, and I would do the same, which led to him becoming less 
fidgety, and then asking me to clarify one of my statements. Addressing his 
fantasies about being video-taped was also helpful and enabled him to talk more 
openly. However, my repeated reassurances that the tapes will be wiped at the 
end of therapy, served to reassure myself as much as the client.
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An issue standing out in this session were the lengthy avoidance manoeuvres 
around the client’s sexuality, and this not only reflected the client’s 
embarrassment, but also my own doubts about the therapeutic approach which 
demanded my ‘making’ him talk about his fantasies and sexual behaviour (e.g. 
Salter, 1988), when it was not established that he was indeed a sexual offender. 
(I have not been squeamish about this with adults in the past.)
When I addressed discussing him behind the screen, the chent at first insisted 
this was a good thing, as he could meanwhile sort out his own problems. This 
could be seen as avoidance, but when I took this issue out of the therapy, and 
asked him what happened when people talked about him behind his back 
elsewhere, he told me that he would get his own back by “verbally bashing” and 
confusing the other person - which he then proceeded to do with me in the 
session. He therefore seemed better at hidden, than direct communications, 
showing that he did not yet feel safe in the therapeutic setting. The client finally 
gave me another hidden message that he wanted me to get off my own issues 
and onto his, by telling me that if he had a fiiend who had a problem, he would 
simply say to him “look, what’s your problem”.
This process report clearly demonstrated how my own struggles with the setting 
influenced my style of working and initially overwhelmed the client’s real issues. 
However, it also demonstrated that this work had to be done for my sake, 
before I could properly engage with the client.
In conclusion the themes arising out of these thoughts on process point to the 
fact that clients hold as much sway over my feelings as I over theirs. This is 
also true of the therapeutic setting. Whereas I cannot tell how much of an 
emotional impact I have on clients, I know that their impact on me is 
considerable, and that it is not just the clients that are changed during the 
encounter. While it is impossible to come to a complete understanding of the
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clients, they accept my desire to do so and this facilitates our progress in the 
therapy.
I hope that underneath my impositions of a theoretical framework on sessions, 
despite my blunders, and despite clumsy and sometimes irrelevant interventions, 
what comes through to the clients is that I am there for them, that I care, and 
that the issues they bring to the therapy matter. I also hope that by entering 
into a benign human relationship with them I offer them ‘a corrective emotional 
experience’ (Alexander, 1946, in Kahn, 1991).
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A brief overview of experiences on my three different placements
My three placements have roughly encompassed three different therapeutic 
models: the humanistic model (Relate), the psychodynamic model (Student 
Counselling) and the cognitive behavioural model (working with young 
offenders). As research has shown that the most important factor in therapy is 
the therapeutic relationship rather than the theoretical orientation of the 
therapist (e.g. Orlinsky and Howard, 1986), I will give a brief overview of my 
placement experiences with reference to the main therapeutic relationships 
which are associated with these models.
Although all five relationships (the working alliance, the transference- 
countertransference relationship, the reparative or developmentally needed 
relationship, the person to person relationship, and the transpersonal 
relationship) presented by Clarkson (1995) were more or less present in all 
settings and therapeutic encounters, the following best represent the client 
work, the supervisory relationship and the settings:
• The first setting highlighted the person to person or real relationship.
• The second setting highlighted two different relationships: the transference/ 
countertransference relationship and the developmentally needed or 
reparative relationship.
• In the third setting the working alliance was foregrounded.
Relate
At Relate, while attending to each partner, and letting them know clearly that 
each has been heard and understood, individual and personal issues take a back 
seat and it is the relationship between the couple that is foregrounded. This 
work is mostly characterised by the real relationship, including the provision and
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expression of congruence, empathy and unconditional positive regard (Rogers, 
1951) towards the couple.
This means that clients are met on the basis of human equality, and therapists 
take responsibihty for self disclosure, judging it appropriate or timely to trust 
clients with a sense of sharing (for instance in acknowledging the difficulties of 
parenthood), which however must not be an excuse for acting out one’s own 
needs.
Within the real relationship, behavioural techniques of reciprocity, the couple’s 
ability to negotiate and their communication skills are explored together with 
the couple (Crowe and Ridley, 1990). It also involves looking at the meanings 
of recent life events for them, as well as their particular stage in life.
Considering the real relationship must also take into account the wider context 
of the couple, their community and family systems, and the boundaries around 
themselves as a couple, and between themselves and others (Minuchin, 1974). 
Family dynamics such as flexibility/rigidity, dominance/submission and 
intimacy/aloofiiess are explored within this context. Thus systemic techniques of 
structural and strategic interventions are negotiated, while being sensitive to 
specific characteristics of couples and their cultural and religious backgrounds.
The method of ‘de-centering’ where the couple are asked to discuss an issue 
they have brought to the session with each other, rather than telling the 
therapist about it again foregrounds the client’s relationship to each other, 
rather than their relationship to the therapist, and empowers the clients to ring 
their own changes. Similarly using role reversals or ‘empty chair’ Gestalt 
techniques allows couples to gain a deeper insight into the other on an 
emotional rather than a cognitive level.
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Thus by emphasising the real relationship in couple therapy the therapist not 
only provides a model of a ‘good enough’ person to person relationship, but 
also turn the relationship back onto the couple where it belongs. Of course 
another aspect of the work also involves looking at what is real and what is not 
between the couple, (or the couple and the therapist) one or both of whom may 
treat each other as i f  they are a figure fi'om their past, and then exploring what 
in that person evokes such a reaction. The same work may also apply to the 
relationship with the therapist.
The real relationship was also reflected in this setting, where all practitioners are 
treated as adults with full responsibility for their work. Yet the environment was 
co-operative, with much sharing and acceptance of different approaches and 
perspectives among colleagues, and this was again reflected in group and 
individual supervision.
Student counselling
In this putatively psychodynamic placement the outstanding relationship issues 
should be the transference and countertransference. I have discussed this 
relationship elsewhere (p2) and I agree with Kahn (1991) who states that it is 
meaningless to assert that some of the client’s responses to the therapist are 
reality based and some reflect the transference. All must start with the actual 
stimulus complex that is me, the therapist. They all reflect ‘transference’ too, 
inasmuch as all perceptions are filtered through the client’s organising 
principles, which were developed through previous experiences of relationships. 
All of this provides an opportunity to help us to examine and reflect upon what 
is going on in the here and now. While I am wary of adopting a stance that 
gives me the prerogative to decide what is the chent’s psychic reality, I need to 
be aware of my own feelings and reactions and their origins, so that they can be 
used constructively rather than defensively. I felt that the latter happened in my
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own therapy, and this has left me with some scepticism towards most 
‘transference’ interpretations.
A more characteristic relationship in this placements was the reparative/ 
developmentally needed one. This has a regressive element, where the therapist 
provides a corrective/reparative or replenishing parental relationship when the 
original parenting was in some way deficient. Possibly this relationship 
appeared more salient than others because students are in a state of transition 
from adolescence to adulthood, and many of them Hved away from home for the 
first time. Therefore, although they presented with a great variety of problems, 
many of them appeared to have regressed to a younger, needier age and 
suffered from insecurity and feelings of worthlessness, with occasional outbursts 
of grandiose boasting. As Guntrip (1968, in Clarkson, 1995:115) said: 
“regression is a flight backwards in search of security and a chance of a new 
start. But regression becomes illness in the absence of any therapeutic person 
to regress with and to”.
It seemed that in this setting I often became that person for many clients. This 
was particularly salient with regard to Kohut’s (1971) ideas of the therapeutic 
relationship. Kohut suggested that for the developing self three strong needs 
must be fulfilled: the need to be ‘mirrored’ the need to idealise, and the need to 
be like others (the need for an alter ego); and that throughout our life we need 
people who will supply us with these. I sometimes fulfilled all three of these 
needs, a) by empathie mirroring of the client, b) by being someone some clients 
could look up to as a mature student, while c) also satisfying the need for an 
alter ego, that is I was a fellow student.
This relationship was mirrored with my supervisor and in the setting, where 
much reparative work took place with regard to my feelings of inadequacy at 
this stage of my training. Furthermore, my supervisor was also someone I 
could look up to, as she seemed able to remain calm and unflustered in any
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situation. In addition, she also provided the need for an ‘alter ego as she, too, 
was a ‘student’ undergoing her supervisor’s examinations, and had to ask my 
permission to tape our sessions, just as I had to ask my clients’.
Working with young offenders
The third placement can be seen as dealing with issues around the working 
alliance. The working alliance is represented by the client’s willingness to enter 
into the psychotherapeutic relationship, even when (s)he no longer wants to, 
and is conceptualised as an agreement between client and therapist to work in 
co-operation in the therapy. Although cognitive behavioural therapy emphasises 
the collaborative nature of therapy by playing down the role of expert and 
stressing the importance of mutual work (Beck et al, 1979), when working with 
offenders the encounter between therapists and clients is particularly 
unbalanced. The client has been referred, and the ‘expert’ therapist prescribes 
time, frequency, form and duration of the treatment from a position 
of power. In addition it is hard to leave behind the referrer’s ideas of the 
presenting problem. Therefore it is doubly important to work on the 
therapeutic alliance, not only with the client who has been referred, but also 
with his wider system, his family, social services, foster parents, residential 
homes and so on, without whose co-operation change is difficult. For instance 
working with and not against parents is a vital part of the therapy, which means 
acknowledging their feelings of pain, guilt, shock and so on, and allowing them 
to remain the experts on their family, rather than disempoweiing them by our 
‘expertise’, which can often happen in the context of child protection. The 
possibility of change becomes more likely if clients can be helped to understand 
that what happened was not due to their badness or inadequacy, but because of 
the inevitable laws of cause and effect.
Issues of the working alliance have also been prominent in the team in this 
setting, where a lack of trust between therapists, who have a set ‘programme’
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for the chents, and those (myself among them) wanting a more flexible approach 
was evident. The feeling was that one had “to go through the motions”, e.g. 
learn the programme, in order to get it right. This no doubt mirrors what goes 
on for many of the clients. In this setting, more than in any others, I have felt I 
had to ‘prove myself, which is what clients have to do as well. I have brought 
articles for the team to read, made particular efforts to familiarise myself with 
the model, and even drew up ethical guidelines for the team. Clients frequently 
bring in work they did at school for us to look at, show us their homework and 
so on.
My doubts about the efficacy of the treatment approach, for which little 
empirical evidence exists, has also highlighted the importance of research for 
me.
Conclusion
Working within these different models, I have found that what actually goes on 
with clients has not been so different, although I have learnt to formulate in 
different ways. I see no great difference in calling the client’s reactions 
transference, or reactivated dysfunctional interpersonal relationship schemas 
(Safran et al, 1990). These formulations may only be a matter of the language 
used. This language must surely aim to empower clients and Hberate them from 
unhelpfiil ways of viewing themselves and the world. If the therapist’s task is to 
facilitate the client’s own awareness and translate the message of the problem 
into a language that is comprehensible to him or her, the use of this language 
must ultimately depend on the client’s preferences.
We are all products of our conscious and unconscious thoughts, feelings and 
behaviours, as well as our genes and environment, our past and present and live 
in the context of our culture, race, religion, family, friends, work relationships 
and so on. Learning to pay close attention to all these elements in the
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therapeutic situation is an ongoing process, and a unidimensional approach 
seems limited. I have also learnt that things sometimes work because of other 
reasons, not ourselves. Thus it seems vital not to let my theoretical orientation 
cloud my observations of what is going on in the here and now.
I hope I will develop my ability to listen to and understand what a presenting 
problem is ‘saying’ about this client’s existence, and what his or her responses 
in the therapy are saying about our relationship. Thinking about the relationship 
also brings to the fore the importance of ‘being’ rather than ‘doing’. We may 
‘do’ things in a relationship, but mainly we ‘are’ in a relationship.
Therefore a good starting point to take me forward into ftiture work seems to 
be: what works for whom under what circumstances, what is helpfiil and what 
not, and why (Lazarus, 1989).
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Introduction to research chapter
The research chapter of the portfolio consists of three pieces of work. The first: 
^What are the effects o f cancer on the family. A review ’ is a literature review 
carried out during the first year. I intended to carry on with this research, 
interviewing cancer patients and their family members, with a view to proposing 
and carrying out couple or family therapy. However, this had to be abandoned, 
as not enough volunteers could be found to take part in the research.
Instead the second project; ‘Counsellingpsychology trainees ’ evaluation o f 
their personal therapy’ a quahtative piece of work, interviewing my fellow
trainees on their impressions, and can be seen as a pilot study for the third 
project: ‘How Counselling Psychologists View Their Personal Therapy’ where 
themes arising out of these interviews were further investigated in a survey with 
UK chartered counselling psychologists.
100
What are the effects of cancer on the family. A review.
Abstract
The psychosocial impact of cancer has been widely acknowledged. This article 
reviews the literature on how the family, and other people close to the patient 
experience the crisis and impact of this illness. The factors that contribute to 
family strain include the phases of cancer, the family’s social support network, 
sociodemographic factors, and interpersonal aspects, such as the 
communication between the patient and significant others. The paper concludes 
with a discussion of the research in this area, which treats distressed human 
beings as ‘subjects’ whose anguish needs to be investigated and quantified in 
order to determine whether it is severe enough to deserve attention.
101
Introduction
A statement on the St Luke’s cancer appeal for the new Cancer Wing at the 
Royal Surrey County Hospital scheduled to open in 1996 declares: “Cancer is a 
common illness. One in three people in the United Kingdom develop cancer.” 
The leaflet treats cancer as manageable, and/or curable, as advances in medical 
knowledge and treatment regimes have brought about a dramatic improvement 
in survival rates. Yet cancer still evokes the strongest feelings, being invariably 
associated with helplessness, hopelessness, death and dying - reactions that 
have been described as ‘cancer phobia’ (Gotay, 1984).
Nevertheless there is some justification in these reactions, as cancer remains a 
major cause of death. The aversive side effects of surgery, radiation and 
chemotherapy treatments, including possible disfigurement, hair loss, nausea, 
vomiting, diarrhoea and greater vulnerability to infections, are often experienced 
and perceived as more debilitating and distressing than the disease itself and can 
lead to anxiety and depression, damaged self image, loss of sexual functioning, 
social stigma and ongoing uncertainty regarding outcome (Biegel et al, 1991).
The psychosocial impact of cancer on the patient, the role of the family in 
recovery or adjustment to cancer and its treatment and the need for social 
support, information and psychological counselling as part of cancer care has 
been acknowledged and widely researched (e.g. LeShan, 1966; Wortman and 
Dunkel-Schetter, 1979; Freidenbergs et al, 1981-2; Goldberg, 1990; Cooper 
and Watson, 1991; Davis and Fallowfield, 1991; Cooper and Faragher, 1993). 
This support is made available in the UK by such services as Bacup, Cancerlink, 
the Macmillan Nurses and the Breast Care and Mastectomy Association of 
Great Britain.
More recently it has also been recognised that cancer represents a psychological 
trauma for the entire family and not just the patient, which gave rise to a
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considerable body of research into the psychosocial effects of cancer on the 
family. This has come about partly as a consequence of increasing cancer care 
at home, where much of the burden of caring for the patient falls on the family, 
with little or no follow-up nursing services, during or following periods of 
active outpatient treatment (Laizner, 1993), and partly because of growing 
interest in family systems theory (Minuchin, 1974) which emphasises the inter­
relatedness of family members, rather than studying the individual in isolation. 
From this perspective, when illness occurs, it is not confined to the sick 
individual, but represents a crisis for the entire family, creating long lasting 
reciprocal physical, emotional or social symptoms in other members. All must 
integrate changes brought about by the illness, and may need to change 
assumptions about themselves, and their relationships, roles and patterns within 
the family. Stress and coping responses are accompanied by such predictable 
reactions as denial, anger, depression and fear, and may involve anticipatory 
grieving (e.g. Giaquinta, 1977; Chekryn,1984; Quinn and Herndon, 1986; 
Johnson, 1988; Oberst et al, 1989).
Research on family reactions to cancer seems to fall into four main categories:
• The effects on the family (e.g. Sales et al, 1992).
• The effects on the spouse (e.g. Keitel et al, 1990).
• The effects on caregivers and their needs (e.g. Raveis, 1989).
• The effects of childhood cancer on the family (e.g. Macaskill and Monach, 
1990).
The impact of childhood cancer will not be included here. It deserves special 
attention as, because of its untimeliness it is likely to be particularly distressing 
and disrupting for everyone intimately involved (Macaskill and Monach, 1990).
With regard to the other studies it is noticeable that caregiver and family 
research deals almost exclusively with spouses. This literature has indeed been
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criticised for discussing family reactions from a systems perspective, but 
including data from only one key informant, rather than from all members, 
which would be the logical basis for analyses stemming from this theory (Sales 
et al, 1992). There is indeed a gap in research regarding the experiences of 
different family members and other people close to the patient. This is a serious 
gap, as for instance Hart (1986-7) found distress levels in family members and 
nonfamily members to be equally high. A few exceptions investigated ‘key 
significant others ’ (Blank et al, 1989), mother, partner and school-age 
children (Lewis et al, 1985) and the impact of a parent’s cancer on adult 
children (Germino and Funk, 1993). Otherwise spouses generally seem to have 
assumed a pivotal position as the person designated ‘the primary caregiver’
(e.g. Given et al, 1989; Biegel et al, 1991; Monaco, 1992).
This position could be defended by considering that the bulk of the burden of 
caring for the patient generally falls on one family member, usually the spouse. 
And family systems theory views husband and wife as forming their own 
subsystem as the executive unit of the family, and as such their responses to a 
crisis influence and provide the foundation for everyone else's reactions 
(Minuchin, 1974; Skynner, 1976). Nevertheless there is a danger that in 
concentrating only on spouses, other significant people will be neglected For 
instance there appear to be no studies on same sex partners of gay men or 
lesbians with cancer, nor have parents of adult children suffering from cancer 
been considered, and what happens in single parent families? As Bluglass
(1991) points out, a key person, fiiend, neighbour, or gay/lesbian partner may 
be more significant than a biologically closer but uninvolved relative, and 
despite the increasing tolerance of “unconventional” relationships, this carer 
may not have been recognised by the family. Fear of social disapproval may 
deny the partner or friend the support normally accorded to the spouse. 
Additionally even in conventional families individual members may be 
functioning in unconventional ways, so understanding the roles within a family 
is important, rather than drawing conclusions based on the responses of one
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informant. For instance a teenage daughter may well take on most of the 
physical and emotional burdens of caring for her mother at home, while the 
husband only takes her to hospital for outpatient treatments, where he is then 
recruited, to research as the ‘primary caregiver’. His responses might reasonably 
be expected to differ from those of the daughter, had she been asked.
Therefore, while it is reasonable to assume that the reactions of spouses reflect 
those of others close to the patient, the danger is that by not acknowledging 
these others in the hterature their difficulties and needs will remain unrecognised 
and unaddressed.
Furthermore, looking at a family member from a family systems point of view 
does not give the fiill picture. Systems refer to more than one level. Frank
(1992) suggests that apart from the family, employment and fliendship system, 
there is the medical system with all its conflicting demands that influence 
treatment, and there is also a system of priorities and relevances, including the 
aesthetic and the spiritual. Another triad intersects with these interrelations, as 
some parts of life will be dominated by the disease, others affected contingently 
and still others unaffected The whole pattern is constantly shifting, and 
anything affecting one part creates further shifts. This is only partly reflected in 
the literature which has researched significant others of cancer patients with 
regard to the general impact of the illness, the phases of cancer, objective illness 
related variables, and sociodemographic variables, such as age, and the marital 
relationship. What is missing is a thorough systemic analysis of the processes 
involved in caring for a person with cancer.
The impact of cancer on the familv
The impact of cancer on the family does not consist of a global reaction to a 
single event, but constitutes the sum of reactions to multiple stresses. Lewis 
(1986) reviewed 15 empirical studies of central issues faced by families of 
cancer patients, which highlighted 11 commonly experienced problems:
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1. The emotional strain of watching the patient suffer and anger at the injustice 
of the illness.
2. The physical demands of caring for the patient, such as exhaustion, loss of 
sleep, and their own state of poor health, with manifestations of tension, and 
problems with eating and sleeping.
3. Stress about the uncertainty of the patient’s state of health, the prognosis, 
fear of recurrence and the future.
4. Fear that the patient will die and the heightened emotional vulnerability 
which accompanies this fear.
5. The impact of altered household roles and lifestyle on the family’s coping 
and fimctioning, and restriction of other activities.
6. Financial concerns for some, because of additional expenses such as 
medicines and transport.
7. Feelings of powerlessness with regard to comforting the patient, both 
physically and emotionally.
8. The perceived non-existence or inadequacy of supportive services for the 
family, even when such services existed
9. Existential concerns about the purpose and meaning of life and death, and 
their own vulnerability.
10. Sexual problems.
11. Physical and emotional burdens being compounded by the perceptions and 
needs of family and patients being out of phase with each other. For 
instance the patient might feel particularly vulnerable and require more care 
during a time when the family caregiver is in need of respite him/herself.
Later studies have reinforced these findings, (Houts et al, 1986; Zahlis and 
Shands, 1991) and Oberst and James (1985:56) observed, “learning to live with 
cancer is clearly no easy task. Learning to live with someone else’s cancer may 
be even more difficult precisely because no one recognises just how hard it 
really is”. Oberst et al (1988) in their prospective study of 40 newly diagnosed
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patients and spouses over six months concluded that family members may 
themselves be in crisis at the time the cancer patient needs most support.
There is however conflicting evidence about the intensity of the distress. Baider 
and DeNour (1988) found spouses of breast, testicular and colon cancer 
patients experienced as many psychological problems as the patient, and in a 
subsequent study of colon cancer patients they found caregivers experienced 
more psychological problems. On the other hand Given et al (1989), looking at 
family responses with respect to activities of daily living and the patient’s care 
requirements, found that overall they were not depressed, and had a general 
sense of well-being and optimism, describing their own physical health as good, 
but their mental health as fair to poor. They did however find that when the 
caregiver was depressed, this was related to the patient’s depression, and how 
seriously they took their responsibility to care for the patient, which suggested a 
strong interaction between what the patient feels and how the caregiver 
responds. Additionally 57% had visited their own doctor in the past three 
months, though the authors did not state the reasons. It could be argued that the 
first recourse for many people suffering from anxiety, depression and stress 
reactions such as loss of appetite and sleeplessness is a visit to the doctor. This 
somaticisation of psychological distress may still be seen as a more acceptable 
way of expressing pain and asking for help than seeking out alternative support 
systems. It may indeed be the only source of support that is known to 
caregivers. Lewis et al (1985), studying demands of the illness on the family 
when the mother has breast cancer, found that though a significant proportion 
of subjects expressed a need for counselling or psychological support, most 
were not aware of available services.
In addition the differing distress levels reported might be due to a variety of 
factors, such as the sampling bias of the studies. For instance in an early study 
by Wellisch et al (1978) an 85% refusal rate was reported Thus the people who 
agree to take part in studies might represent either end of a response continuum.
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Generally, even if studies are longitudinal, data are collected at one moment in 
time, which ignores the changing nature of the disease. What is clear though is 
that people close to the patient experience emotional problems, such as fear, 
anxiety and helplessness, domestic and caregiving demands, and concerns about 
finances and service resources, and some could benefit from supportive 
interventions.
However, merely listing the problems provides only a limited picture of how a 
variety of factors might interact to contribute to the partner’s experience and 
could lead to an ignorance of individual differences. Many writers ( e.g. 
Freidenbergs et al, 1981-2; Northouse, 1984; Wortman, 1984), suggest that the 
stage of illness is a crucial factor in understanding the responses of patients and 
families and their patterns of communication.
Phases of cancer
Beyond the general impact of the disease, partners have consistently been 
described as experiencing a sequence of problems depending on the stage of 
the disease. Northouse (1984) reviewed earlier research and identified three 
phases of the illness: the initial phase, the adaptation phase and the terminal 
phase. Sales (1991) reviewing later studies expanded the initial phase into 
diagnostic, hospital and post-hospital phases, and included adjuvant treatment 
and recurring cancer in the adaptive phase.
Research on strain during the initial phase, including diagnosis, hospital and 
post-hospital stages, has shown that the emotional demands on the family are 
considerable. Gotay (1984) interviewed 39 husbands shortly after their wives’ 
diagnosis, and found them more likely to be disturbed by thoughts of the patient 
dying than were the patients themselves. They experienced great difficulties in 
dealing with their wives’ distress, and many coped with emotional distress by 
seeking information about the disease.
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In Cooper’s (1984) qualitative study of the effect of a diagnosis of lung cancer, 
spouses reported twice as many stress symptoms as patients, most commonly 
manifested as sleeplessness or nervousness. To account for this. Cooper 
suggested that health care providers and others focus primarily on the patient’s 
needs and that spouses may withhold their emotions from their partner and may 
experience feelings of anticipatory loss, which are not shared by the patient. 
Cooper reported that nine of the fifteen spouses felt emotionally isolated after 
diagnosis, but only two of the patients. She surmised that either patients were 
using denial to a greater extent than spouses, or that they were getting more 
support from health carers and family.
During hospitalisation the spouse’s stress has been found to parallel (Northouse 
and Swain, 1987), or even exceed that of the patient in strength and range 
(Oberst et al, 1988). This was because they tended to neglect their own needs in 
order to deal with the additional demands imposed by the illness; experienced 
exhaustion and difficulties managing emotional tensions, and felt excluded from 
the focus of medical attention and fiustrated in attempts to communicate with 
the medical staff and others, even though they were expected to assist in 
providing physical and emotional support for the patient.
These patterns remained a month after the patients had been discharged from 
hospital, though in Northouse and Swain’s follow up (1987) of 50 husbands 
after their wives had been discharged from hospital, the husbands experienced 
fewer role adjustment problems than the wives. Oberst and James (1985) found 
spouses’ experienced “drftuse aches and pains, indigestion and food 
intolerances, exacerbation of pre-existing medical conditions and a variety of 
medical ailments, including respiratory infections” (p. 52) as well as fatigue 
when the patient was discharged from hospital. Keitel et al (1990) investigated 
43 patients and 36 spouses before and after surgery and also found their distress 
strikingly similar, but whereas the patients’ distress decreased after surgery, the 
spouses’ remained the same. They explained this as spouses looking more into
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the fixture than the patients, who are more involved with their immediate 
situation.
However, Cassileth et al (1985) offered a different profile on the post-hospital 
distress patterns of family members and patients. Though the psychological 
status of their patients and matched relatives was closely correlated, patients 
had higher levels of mood disturbance than relatives. These inconsistencies may 
be due to methodological differences, such as the type of cancer, (Cassileth et al 
looked at a variety of cancers; Oberst et al at colon cancer; Northouse at 
mastectomies), the varying lengths of time since diagnosis and hospitalisation 
and the varied methods of data collection and measures of psychological 
distress. It is questionable whether tests designed to reflect psychological 
symptoms of psychiatrically and medically ill populations as used by Keitel and 
Oberst et al measure the same variables as tests which are designed for use with 
the general public as opposed to psychiatric patients (Cassileth et al, 1985).
Adaptation phase
Research on the adaptation phase, including adjuvant treatments or cancer 
recurrence is limited. Despite the large and growing number of patients in 
remission, there are few studies of family members’ experiences after completed 
treatment. Studies have looked at this phase mainly with regard to the needs of 
family caregivers as a support system for patients who receive either post 
hospital care at home, or are undergoing adjuvant treatment. Blank et al (1989) 
found caregiver needs focused around issues such as treatment uncertainty, 
worry, added responsibilities, fear of being alone, coping with the patient and 
guilt. It is debatable whether any of these are needs, but partners may well 
require support in coping with these difficulties and problems.
The literature suggests that living with cancer on a daily basis imposes 
additional burdens on the family. If there are permanent limitations, changes in
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life style may be needed and roles be reversed. Conflict may arise between 
meeting the needs of other family members and work roles and caring for the 
patient. Even if there is no debilitation or disfigurement, and the prognosis is 
positive, long term uncertainty may create tentativeness about fixture plans 
(Northouse, 1984).
The physical and emotional tolls of chemotherapy and radiation therapy increase 
the burdens for caregivers, involving added time and transportation demands 
and mediation with medical staff concerning treatment issues. Of the 33 
families investigated by Hinds (1985), 70% reported difficulties related to 
ambulatory care treatments, followed by specific problems of nausea, vomiting, 
and pain. Families generally wanted more information and skills in caring for 
the patient. Hinds concluded that 31% of her subjects coped poorly with the 
patient’s physical care and would benefit fi'om a variety of support services.
Hart (1986-7) interviewed 25 significant others, who experienced the side 
effects of chemotherapy as the second greatest source of stress, exceeded only 
by concerns about the life-threatening diagnosis. In Oberst et al’s (1989) study 
the patterns of 47 caregivers paralleled those of patients receiving radiotherapy. 
Both experienced increased physical effects, especially fatigue, as well as 
psychological distress over the course of the treatment. Though little physical 
care was required, caretakers spent time in other caretaking activities, such as 
giving emotional support and transportation.
The loss of emotional as well as sexual intimacy may add to the strain for 
couples (Goldberg and Tull, 1983). Stress shifts once direct caregiving tasks 
subside, and caregivers can focus more on their own feelings. In Oberst et al’s 
(1988) longitudinal study the spouses’ distress peaked at two months. They 
found that spouses became more self-concerned and continued to experience a 
variety of somatic symptoms, but concealed their own difficulties from their 
partners, who showed no awareness of these problems. The authors suggested 
that continued efforts to cope eventually give way to exhaustion and depression.
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and even resentment as spouses feel that their distress is not acknowledged and 
the patient is getting all the support.
Little is known about recurrence, though Wright and Dyck (1984) found that 
family members of patients with a recurrence of the disease were significantly 
more distressed than those who experienced it for the first time. This was 
supported by Northouse (1989), who singled out husbands of patients with 
recurring breast cancer as being in particular need of support. It is possible that 
if cancer recurs, hopes that the danger had passed are shattered, in addition to 
the resurgence of feelings of distress, and thoughts of a successful remission this 
time round might be more difficult to sustain. On the other hand, adjustment 
may be easier this time, as family members resign themselves to the illness. 
Research is needed to determine whether this is a particular time of stress, the 
ways in which specific aspects of recurrence contribute to the stress burden and 
the resources that carers need to help them cope with this situation.
Terminal phase
The trend towards hospice care and the writings of Kübler-Ross (1970) and 
Parkes (1972), who have discussed the need to deal with feelings of separation, 
loss and grief, has brought the terminal phase into particular prominence, and 
most research revolves around this time. A number of studies (reviewed by 
Northouse, 1984; and Sales, 1991) have drawn attention to a variety of unmet 
needs during the final month of terminal care, documenting that exhaustion, 
isolation, and an awareness of deficiencies in skills needed to provide care and 
support to the dying peak during this phase. Added to these are a lack in 
emotional resources and problems around communicating about death within 
the family.
Typical findings are those reported by Stetz (1987) who interviewed 65 spouses 
of advanced cancer patients receiving home health care. For 69% the dominant
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concern was the physical care of the patient, and 39% reported financial 
concerns and having to be constantly on hand. Spouses found this time 
extremely stressful, were too worried to sleep, afi’aid to leave the patients alone, 
and afi’aid they might die. Kissane (1994) found significant levels of distress in 
the form of anger, anxiety, depression and grief in one third of spouses. Vachon 
et al’s (1977) longitudinal study of 73 widows of cancer patients documented 
the deterioration of their physical and emotional health and elevated feelings of 
stress, anger, guilt and helplessness in contrast to wives of cardiovascular 
patients. This highlights the special problems experienced by terminal cancer 
against other terminal illnesses, as it underlines the added helplessness people 
experience around cancer. The widows identified a kind of ‘social death’, as 
family and fiiends drffied away during the long period of the husband's decline, 
and felt that the stress of the terminal illness was worse than the loss itself.
It appears that starting with a diagnosis of cancer, partners are subjected to 
severe and varied stresses, which mount during active interventions and peak 
during the terminal phase. The initial and terminal phases are best documented, 
because families are most involved with medical services during these periods.
However, longitudinal studies substantiating that family concerns fluctuate 
along vrith the stage of illness are sparse, which makes it difficult to assess its 
long term impact, especially for families of nonterminal patients. The 
longitudinal studies by Oberst and Scott (1988), who investigated spouses of 
patients with bowel and urinary cancer 3,10, 30, 60 and 180 days after 
surgery, suggested that even though distress peaked at two months, it was still 
present after six months, and Northouse (1989) looking at patients’ and 
husbands’ adjustment to breast cancer found that difficulties of adjustment were 
not confined to the early stages, but persisted for some even after 18 months. 
Zahlis and Shands (1993) supplemented Northouse’s findings by interviewing 
67 husbands whose wives suffered from breast cancer 1-32 months after 
diagnosis. Of these 27% described some level of impact present in their daily
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life, including difficulties in communicating feelings about the illness, alterations 
in their sexual relationship and efforts in dealing with intense feelings.
There is little research on chemotherapy or radiation on its own and not as an 
adjuvant to surgery, which is now a major outpatient treatment for many 
conditions. In these cases families have even less contact with the health 
professionals concerned, and may have even more concerns and questions 
regarding the illness, prognosis and outcome.
If cancer is seen as a psychosocial transition during which patients and families 
need to go through a process of realisation that they have to abandon one view 
of the world, and replace it by another (Parkes, 1975), then this apphes to all 
phases of cancer, and even to those where the cancer is in remission, as some 
doubt and fear about recurrence inevitably remain. For instance a family’s 
world view may involve a strong belief in the power of prayer, and they may 
need to change their view that it will bring about a cure as the cancer proceeds 
to the terminal stage. Psychosocial transitions take time and energy as the 
process of negotiating the changes involved in substituting a different world 
view tends to proceed in fits and starts, which often correspond to a fresh 
incident in the course of the illness (Parkes, 1972). This might be the 
appearance of a new symptom, not even necessarily connected with the cancer, 
but due to the side effects of chemotherapy, or the patient might have had a 
particularly harrowing treatment. Setbacks of this kind are often followed by a 
period of depression or wanting to give up (Parkes, 1975).
It is doubtful therefore whether taking a stage model approach is useful, and 
whether we can see families as proceeding through a linear process where 
central issues at each phase of the illness can be anticipated, as suggested by 
Sales (1991). Such a view also neglects to take into account the variable illness 
trajectories within and across different forms of cancer. Cohen (1982) 
remarked that patients’ emotional states are often labile and non-linear, with
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dramatic fluctuations in mood throughout the course of the disease. These 
fluctuations in turn affect other family members and Welch (1981) suggested 
that families were so attuned to the patient’s good and bad days that they 
identified with them.
It is also questionable whether the phase of the illness can be examined as a 
separate variable, as it is also closely associated with its prognosis. For instance 
Wellisch et al (1983), who studied home health agency records o f447 married 
cancer patients, found families had significantly greater psychosocial problems if 
the cancer had metastasised. Compared to the nonmetastatic group, they had 
more impaired family relationships and felt more overwhelmed and disturbed. 
Also families with poorer prognoses, especially if it was terminal, were 
significantly more distressed.
Apart from identifying the time and duration of distress in order to determine 
when the family might be in need of assistance, other factors, such as the site 
and severity of the illness, the suddenness of its onset and the patient’s own 
level of distress need to be taken into account. These, as well as age, gender, 
health of family members, other life stressors and previous psychological 
problems have been identified by Sales et al (1992) as variables that influence 
the family’s adjustment to the disease.
Other factors contributing to familv strain.
The greatest distress appears to be experienced by significant others of patients 
with metastasised cancer and poor prognoses (e.g. Wellisch et al, 1983; 
Cassileth et al, 1985), prolonged illness (Vachon et al, 1977; Baider and 
DeNour, 1984; Hart, 1986-7; Oberst et al 1989) and when the patient is 
bedridden and/or receiving adjuvant care (Baider and DeNour, 1984; Cassileth 
et al, 1985; Oberst et al, 1989).
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It has also been found that the greater the patient’s distress the greater is the 
family’s (Welch, 1981; Houts et al, 1986; Wellisch et al, 1989), and that the site 
of cancer appears to make a difference. Wellisch et al (1983) found that 
families of patients with lung cancer were more disturbed than those of patients 
with breast or cervical cancer, whereas with cervical cancer family relationships 
seemed to be more impaired compared with the other two cancer groups. 
Cassileth et al (1985) found brain cancer resulted in the most severe family 
reactions. Lung and brain cancer however generally have a poorer prognosis, 
which may help to explain these results. Cervical cancers on the other hand 
may cause sexual problems affecting the marital relationship, which in turn 
might lead to more disturbed family relationships.
There is also some evidence that sociodemographic factors affect family strain. 
Younger family members show greater emotional distress (Goldberg and Tull, 
1983; Wellisch et al, 1983). On the other hand, older family members appear to 
have greater difficulty with caregiving demands (Wellisch et al, 1983). Closely 
connected with age is the life stage of the family. Family life stage theories 
would also predict that additional strain depends on the developmental stage of 
the family and the perceived timeliness of an illness which is seen as life 
threatening (e.g. Erikson, 1959). Hardly any research exists to support this 
theory. Vess et al (1985) subdivided 54 couples into three stages and found 
that families at different developmental stages had different problems. Couples 
with pre-school children had greater role conflicts and lower cohesiveness and 
relied more on outside help than couples whose children were school age, who 
however experienced more conflict in the family. Older couples appeared to 
experience the least disruption on all family indicators used. In Cooper’s (1984) 
study on the effects of lung cancer on family relationships, families reported that 
teenagers exhibited more problem behaviours than younger children, which 
Cooper found not surprising “in view of the fact that adolescents may react 
maladaptively to stress.” (p. 304).
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Although many studies have used single sex subjects - for instance Northouse et 
al (1988, 1989) - which rule out the exploration of gender differences. Those 
that have investigated male and female spouses have indicated that women 
exhibit more emotional distress than males, and provide more physical and 
emotional support to their partners(Wellisch et al, 1983; Hart, 1986-7), whereas 
men seem to be more concerned about household management and finances 
(Stetz, 1987). This may be due to male and female role perceptions. The 
traditional role of a woman has been to anticipate and meet her husband’s 
physical and emotional needs, and thus she may be more aware of his distress 
and her own inability to alleviate it. Women may also be more dependent 
emotionally and materially on their husbands than vice versa. Men on the other 
hand may be able to displace their anxieties onto more practical matters. 
Alternatively men may think they have to keep stoical, in keeping with 
traditional sex roles and women are better able to express their feelings of 
distress.
Families belonging to lower socio-economic status and those with less 
education may feel more threatened by the illness and experience more objective 
burdens in dealing with it (Oberst et al, 1989). These families might feel 
particularly affected by the extra financial burden and may also not find it so 
easy to get accessible information about the disease.
As might be expected, the cumulative effects of stress (such as the death of a 
parent or changes in living arrangements) also impact on adjustment (Hilton, 
1993). Spouses experiencing other stresses or those who were in poor health 
were found to feel more threatened by the illness (Oberst et al, 1989), 
expressed more physical needs and exhibited more distress (Vachon et al ,1982) 
than those with no other stressors. There is also a possibility that the illness 
itself is the added stress in an already stressfiil situation, but this has not been 
explored.
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Some studies have focused more on interpersonal aspects, such as the quality 
of the marriage, communication between the couple and the social support they 
received from others. Spouses who reported their marriages as good showed 
better initial adjustment to the surgery and its aftermaths, than spouses who 
reported less satisfactory marriages (Vess et al, 1985), but as may be expected, 
they could experience more distress during the terminal stage and their grief 
reactions afterwards may be stronger (Vachon et al, 1982). Northouse (1989) 
found that other factors which affected how well a couple adjusted to the wife’s 
mastectomy were the length of their marriage and how well established it was, 
religious faith, and the husband’s ability to view the scar. She suggested that 
husbands who were reluctant to look and who described it in negative terms 
might be at greater risk of not adjusting. These husbands attached great 
importance to the loss of the breast and saw it in terms of disfigurements 
compared to husbands who focused on the life-saving necessity of the surgery. 
The husband’s wiUingness to look at the mastectomy scar however may depend 
on the state of the couple’s relationship, which Northouse did not investigate. 
What she did find was that husbands who were unwilling to view the scar were 
also unable to communicate about it with their wives.
It is commonly believed that open communication is essential and leads to better 
adjustment. Northouse (1984) reviewing the hterature, reported that those 
couples who were able to talk about death became closer than those who could 
not, and that better communication before death was related to better 
adjustment afterwards. Vess et al (1985) found that couples who 
communicated well were more cohesive, exhibited less role and family conflict 
and dealt better with role demands than other couples. These data hint at a link 
between communication and adjustment. However, they were all derived from 
terminal cancer patients and are limited by self-selection factors, such as general 
coping, which might promote either better communication or adjustment. In the 
absence of a definition of what constitutes ‘good communication’ the only 
indicator may be how comfortable a couple feel about it, and whether their
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individual preferences or readiness for sharing information and disclosure 
coincide. Open communication may be best if both partners have similar needs 
for sharing, but timing and the meaning the illness holds may be important 
intervening variables. Germino et al (1995) looking at the initial phase, found 
that couples did not always share the meaning of cancer, and this affected 
communication. Meaning includes people’s perceptions of the potential 
significance of the illness for the fixture, such as death or survival. The more 
positive the meaning (for instance whether it is seen as a challenge or a threat) 
for the partners the better they perceived communication and sexual adjustment 
within the relationship. This would corroborate an earlier study by Wortman 
and Dunkel-Schetter (1979) who suggested that other people’s reactions to 
cancer patients are a function of the discrepancy between their negative feelings 
(in other words, the meaning they ascribe to it) about the illness and their beliefs 
about the need to be optimistic and cheerful when interacting with patients.
This often results in feelings of discomfort about having to interact with the 
patient, and avoidance of open discussion of the illness. Such studies stress the 
importance of the dynamics of the relationship and yet despite recognition of 
the inter-relatedness of the patient’s and family’s distress, they have frequently 
been treated as if they live in separate worlds, instead of conceiving of them as 
intimately involved.
Social support
Assessing the initial adjustment of mastectomy patients and their husbands 
Northouse (1988) found that social support accounted for more variance in 
adjustment over time than demographic and medical characteristics. Subjects 
rated the degree of support they perceived from spouses, family members, 
fiiends, nurses and physicians on eight items on a five point Likert scale.
Patients and husbands with higher scores on social support had fewer 
adjustment problems, but husbands had significantly less support in total and
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from friends and seldom regarded health professionals as sources of support. 
(This of course cold be an artefact of gender, and research is needed to compare 
the amount of support for spouses when the man is the patient.) The degree of 
perceived support was the only significant correlate of husbands’ adjustment 
and even after a month, ongoing perceived support was a better predictor of 
later adjustment than initial levels of support.
Northouse concluded that support is as important for husbands as for patients 
and that ongoing support seems even more valuable, possibly because it is 
tailored to changing needs over time. In keeping with the literature on social 
support, which stresses the difference between perceived and actual support 
(Thoits, 1986), perceived support depended on the quality rather than the 
quantity of the support. What is not clear, however, is whether high levels of 
support enable people to adjust better, or whether people who adjust better are 
able to elicit more support, possibly due to a third factor, such as their social 
competence. Aymanns et al (1995) for instance found that the amount of 
support patients received depended on how good they were at eliciting it, or on 
how demanding they were.
In conclusion there is sufficient evidence to suggest that a variety of relational 
factors may affect the psychosocial adjustment of spouses. What is not so clear 
is how these variables interact with other contextual factors and how they relate 
to objective illness-related stressors. Certain forms of cancer with a poor 
prognosis also have more patients in the terminal stage, where the problems and 
demands are greatest. Spouses in a good marriage may be more willing to care 
and be available for their partner, but at the same time be more affected by their 
pain, distress and approaching death. Good communication may be related to 
the meaning attached to cancer, but this in turn may be associated with the 
severity of the illness and the prognosis. While a bad prognosis may make it 
more difficult for some couples to communicate, it might on the other hand jolt 
them into talking more, for instance about future plans regarding the children.
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It is also possible that the way health professionals relay information to the 
patient or spouse can affect these individuals’ communication patterns. A 
doctor’s evasiveness about the treatment or prognosis might provide a model of 
the difficulty of talking about this subject. Ignorance about the illness might 
also make it more difficult to talk about it, which in turn might be related to 
socio-economic status.
What is clear, is that some family members experience great difficulties, and that 
they could benefit from early identification and intervention. About a quarter 
of spouses investigated in most studies were seen as ‘at risk’ and needing 
physical and psychological help (e.g. 30% in Hinds’ [1985] study, 25% in Houts 
et al’s [1986] study and 27% in Zahlis and Shand’s [1993] study), and a 
number of variables may help in determining who is most vulnerable. Variables 
which are related to the illness are strong determinants of distress, notably 
greater severity, degree of incapacity, and need for care. Other variables which 
may impede adjustment include age, sex and marital relationship. Younger 
partners, especially women, who are experiencing other life stresses may be 
most vulnerable. Older spouses, in a good relationship, whose child-rearing 
roles are over, and who have good social support are likely to exhibit less 
distress. Nevertheless they may derive small comfort from the fact that they do 
not reach a significant level of psychiatric morbidity on measures that were 
developed for psychiatric populations (e.g. Keitel et al, 1990), and therefore are 
not deemed to be in need of support. And the observation that patients and 
families generally hold up remarkably well to the strains of cancer (e.g. Given et 
al, 1989) may be more reassuring to health care professionals, than to those 
individuals who have not been considered in the research.
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Conclusion
Most of the studies have suggested that some sort of support or intervention 
seems indicated for family members of cancer patients (e.g. Oberst and Scott, 
1988; Blank et al, 1989; Northouse, 1989; Keitel et al, 1990; Germino et al, 
1995). Yet significant others seem to rely mostly on family, fiiends and even 
the patient, and typically report little support fi’om health professionals. 
Northouse (1988) suggested this was due to patients being seen as the ‘victims’ 
of cancer and the spouse as the ‘provider of help’ to the victim. And the 
majority of studies have considered significant others as adjuncts to the patients’ 
recovery process. Whereas most families and fiiends would readily agree that 
in a hierarchy of needs those of the patient come first, their need for support in 
their own right should not be ignored.
Although the need for family support has been acknowledged, further 
multidimensional assessments are generally advocated in the literature (e.g. 
Laizner et al, 1993). However, even longitudinal studies only investigate 
segments of people’s affect and behaviour at various points in time, and the 
complexity of their interrelated experiences are almost necessarily fi-agmented 
and oversimplified when reassembled in research data. This raises a question 
about whose needs are served by this research.
An important dimension to collecting such data is the morality of treating 
distressed human beings as ‘subjects’, who are exposed to a battery of 
psychological tests and whose anguish needs to be investigated and quantified in 
order to determine whether it is severe enough to deserve attention.
After finishing his own chemotherapy for testicular cancer Frank (1992), 
reading through the research literature found “little that I thought could give a 
‘helping professional’ much appreciation of my needs” (p. 468). He stressed 
that social science cannot stand outside morality, as it is an activity by and about
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humans and sets an example of legitimate ways of responding to the suffering of 
others. Since objective methods insist on the neutrality of the researcher they 
frequently dehumanise the research encounter, by keeping researcher and 
subject at a distance from each other, so that subjects will probably in the end 
have very little sense of what difference if any the assessment makes in their 
care. Frank proposes a hermeneutic encounter, which means that the 
psychologist meets the subject as another human being, person to person. 
Instead of objective detachment and judgement, or ‘conclusions’ he proposes 
‘engagement’ - the kind of empathie relationship between researcher and subject 
that person centred therapists, such as Rogers (1951) advocated between 
therapist and chent.
Frank quotes Habermas (1987), in making the point that as social scientists we 
have been trained to take the objectivist stance over the hermeneutic, because 
we need to meet the requirements of a social structure divided into ‘functionally 
driven subsystems’, which are complexes of organisations driven by the 
demands of their own functioning, and not by the needs of the people who serve 
them. These systems require that experiences are categorised as data.
Since most of the research quoted in this review was carried out by health 
professionals, we should ask ourselves whether we are creating categories for 
administrative purposes for some functionally driven subsystem, reflecting 
institutional needs, or serving the needs of individuals. Frank suggests that we 
must think less of research that yields findings, or of interventions which yield 
outcomes, but in terms of simply care, which involves mutual discovery and 
engagement. These sentiments have been echoed by terminally ill people when 
talking about what fosters hope (Herth, 1990). They described a need for 
interpersonal connectedness, “the presence of a meaningfijl shared relationship 
with another person(s) (family, significant others, professional caregivers)” (p. 
1254). What hindered hope was a feeling of abandonment and isolation, and a
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devaluation of personhood, ‘being treated like an object.’ This holds true for 
anyone who is in distress.
An objection to the approach suggested by Frank might be that there are 
difficulties in maintaining incompatible foci, where the research focus is centred 
on reflecting and explaining what is there and the therapeutic focus is centred 
on changing what is there (Coyle, 1995, personal communication). However, a 
therapeutic focus does not necessarily have to do with changing what is there, 
but with simply providing an opportunity for people to ‘be themselves’ 
(Gosselin, 1989).
Therefore research in this area should not be carried out as an isolated activity, 
by recruiting subjects into filling out questionnaires and answering interview 
questions. Instead, either by way of case studies fi*om ongoing therapeutic 
engagements, or by using counselling interviews ( e.g. Coyle et al, 1994), 
descriptions might be provided, which are not about ‘universal principles’ but 
about individual lives. Ideally such research should be longitudinal, to take 
account of the changing nature of the disease.
With this in mind, future research should be directed at filling the gap with 
regard to the experiences of different family members apart from the primary 
caregiver and other people close to the patient. These include same sex 
partners of gay men or lesbians with cancer, parents of adult children suffering 
fi’om cancer and others who may be more significant than the spouse. Even 
when looking at ‘conventional’ families it is important to understand the roles 
within the family, rather than drawing conclusions based on the responses of 
one informant. The person designated as the ‘primary caregiver’ may not 
necessarily be the person most affected. A thorough systemic analysis of the 
processes involved for everyone close to a person with cancer is needed.
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There is also a lack of research on patients’ and significant others’ experiences 
after completed treatment and when the patient is in remission. Do long term 
uncertainty and tentativeness about fiiture plans affect their daily lives and 
relationships, or can they resume life as it was before the cancer experience?
Studies have looked at the adjustment to cancer mainly with regard to the needs 
of family caregivers as a support system for patients who receive either post 
hospital care at home, or are undergoing adjuvant treatment. But what do these 
individuals need for themselves? In addition little is known about families who 
have minimal contact with health professionals, for instance if the patient only 
receives outpatient treatment. What are their concerns and questions regarding 
the illness, prognosis and outcome?
The recurrence of cancer is another area of finther investigation, so that the 
ways specific aspects of it contribute to the stress burden and the resources that 
significant others need to help them cope with this situation can be determined.
Since the hterature hints at a Hnk between communication and adjustment (e.g. 
Germino et al, 1995), another area for further study might be the specific 
communication patterns of couples and how these are influenced not only by 
their individual preferences for sharing information, but by ignorance about the 
illness, or its severity and prognosis. It is also important to determine whether 
the way health professionals relay information to a couple affects their 
communication patterns about the disease. And in this respect how much trust 
the family invests in the prognosis might be another factor that contributes to 
their adjustment. Such studies should stress the importance of the 
dynamics of the relationship and acknowledge the inter-relatedness of patients’ 
and partners’ distress, possibly by interviewing them together, rather than 
separately.
125
The relationship between the type of cancer and the particular problems 
encountered, as suggested by Wellisch et al (1983) and Cassileth et al (1985) 
also warrants fijrther investigation. For instance if some cancers are more likely 
to lead to relationship problems and others to anticipatory grief, therapeutic 
interventions for the former might be more usefully directed at the couple than 
the individual.
A final suggestion for future research is the extent to which families and others 
somaticise their distress. Rather than simply counting the number of visits to 
doctors’ surgeries, the nature of the complaints and the prescribed remedies 
might be investigated. For instance is there an increased use of prescribed or 
nonprescribed drugs or alcohol among those individuals who report that they 
are coping reasonably well? Given a choice, would these individuals choose to 
have psychological counselling?
Meanwhile, as suggested by Northouse and Peters-Golden (1993) clinicians can 
also use informal means of providing support to significant others, such as 
acknowledging their presence, pointing out specific ways that they are helping 
in the recovery process, offering them the opportunity to discuss their concerns, 
and showing some empathy for the concurrent impact that the illness has on 
their lives.
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Counselling Psychology Trainees’ Evaluation of their personal therapy
Abstract
The first cohort of trainees (n=8) on the newly established practitioner 
doctorate in Psychotherapeutic and Counselling Psychology were interviewed 
about their subjective experiences of personal therapy. All trainees saw 
personal therapy as an integral part of their training. The experience of being a 
client was seen as invaluable, with the therapist as both a positive and a negative 
model. However, trainees recommended that rather than undergoing therapy 
during the first year of training, it should be taken up later, when they had a 
clearer idea of their aims and objectives.
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Introduction
The tradition of advocating personal therapy for trainees and practitioners in 
psychodynamic psychotherapy grew out of Freud’s conclusion that an 
understanding of psychoanalysis, together with a resolution of the 
countertransference, could only come about through personal analysis (Freud, 
1937, 1964). Personal therapy has since been seen as representing a unique 
means of learning about the therapeutic process, as well as promoting 
heightened awareness and personal development (Malan, 1979; Dryden, 1991).
Not all schools of psychotherapy however, have adopted personal therapy as a 
necessary requisite for trainees, notably those with cognitive- behavioural and 
client-centred paradigms. In a national survey of members of the American 
Psychological Association (APA) for instance 18% were found not to have 
undergone any kind of therapy and 22.9% had not received individual therapy, 
but some form of group work (Guy et al, 1988).
Neither has personal therapy been empirically estabhshed to be of benefit to 
therapists’ mental health, to change the nature of their therapeutic interactions 
or to lead to better outcomes with patients (e.g. Wampler and Strupp, 1976; 
Greenberg and Staller, 1981; Herron, 1988).
There is some evidence that it enhances subsequent professional efficacy by 
increasing the therapist’s levels of empathy and appropriate ’use of self (e.g. 
Peebles, 1980; Baldwyn, 1987). However, several studies have shown no major 
differences in client outcome between practitioners who had undergone therapy 
and those who had not (Holt and Luborsky, 1958; Katz et al, 1958; Demer, 
1960; Strupp et al, 1973) and others have found a negative effect on clients 
(Garfield and Bergin, 1971; Strupp, 1973).
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Nevertheless research looking at therapists’ self reports of their experiences of 
personal therapy indicates that the majority benefited considerably, both 
personally and professionally (e.g. Shapiro, 1976; Buckley et al, 1981, 
Grunebaum, 1986; Norcross and Prochaska, 1986; Norcross et al, 1988a). 
However, a significant minority of participants in these studies reported 
negative or even harmful effects as a result of their treatment. For instance in 
Buckley et al’s (1981) study 21% felt it had been harmful in some way. These 
figures were 11% for Grunebaum (1986), and 8% for Norcross et al (1988a).
In a review of 15 empirical studies, though approximately two thirds of trainees 
found their personal therapy satisfactory, 15-40% reported unsatisfactory 
outcomes or negative effects (Macaskill, 1988). Most of these studies were 
carried out in the United Sates and it is not clear whether personal therapy was 
a mandatory part of training. In a national survey of the personal therapy of 
UK senior Registrars in Psychotherapy (Macaskill and Macaskill, 1988) only 
four of 27 respondents stated that it was optional. In this survey 87% of 
respondents reported it had a moderate to positive effect on work and personal 
fives, including increased self awareness and self esteem, and a reduction in 
symptoms. However, 38% reported negative effects such as psychological 
distress and marital or family problems.
Considering these results it is not surprising that personal therapy as a 
mandatoiy requirement has been criticised on a number of points, summarised 
by McLeod (1993). It does not allow choice, which is generally considered 
essential for productive therapy. Should the therapy not go well, the trainee 
may feel compelled to continue, for the sake of completing this part of the 
course, at the risk of emotional damage. If, on the other hand, the therapy 
uncovers difficult emotional material, the trainee may not be able to participate 
effectively in other parts of the course or be emotionally available for clients. In 
addition the financial cost of therapy can place training out of reach of people 
fi-om financially disadvantaged groups. Finally personal therapy could lead to a
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subtle form of indoctrination, which trainees will find difficult to resist because 
of their high investment in it. (Masson, 1992).
Therefore alternatives to personal therapy have been offered, such as co­
counselling (Rowan, 1983). It has also been suggested that supervision is a 
parallel process to personal therapy, and can be used to provide trainees with a 
similar experience, (e.g. Truax and Carkhuff, 1967; Ekstein and Wallerstein, 
1972).
In view of these differing opinions as to the value of therapy the present 
investigation was undertaken to examine how the first intake of students on a 
newly established practitioner doctorate course (PsychD) in Psychotherapeutic 
and Counselling Psychology at a British university viewed and experienced their 
personal therapy. This relatively new discipline has as yet an imprecise 
definition (Chalk, 1995), but consists of theoretical and practical training in 
integrative psychotherapy and counselling together with a sizeable research 
component. A minimum of 40 hours of personal therapy during the first year of 
training is a compulsory part of the course. It is recommended that therapy be 
psychodynamic.
The objective of this study was to describe how these students conceptualise 
the role of personal therapy in their training. In view of the small number of 
participants a qualitative and thematic framework for analysing the data and 
presenting the findings seemed most appropriate. Consistent with the logic of 
grounded theory this study did not begin with an explicit hypothesis, but merely 
wanted to explore the trainees’ point of view. The goal of the analysis was to 
identify underlying patterns or commonalities in the respondents’ subjective 
experiences and to indicate areas for fijrther investigation. Because of the 
exploratory nature of this study, the analysis reported should be seen as an 
account of the early analysis process described by Miles and Huberman (1994).
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Method
Instrument
A questionnaire together with a semi-structured interview schedule were 
devised to obtain information about trainees’ demographic data, previous 
training and personal therapy experiences. The interview schedule consisted of 
broad questions which were designed to elicit information about the therapy 
they had undergone as a mandatoiy part of the course with regard to the 
following general areas; (see App. 1)
• What factors played a part in how therapists were chosen?
• What impact did the therapy have on trainees’ personal development?
• What impact did it have on their professional development?
• How did they feel about their personal therapy with regard to its obligatory 
nature, its length and its timing?
• How did personal therapy compare to supervision as far as professional 
learning was concerned?
Participants
All nine trainees, who constituted the first intake on the newly established 
PsychD in Psychotherapeutic and Counselling Psychology course to have 
completed their personal therapy, were asked to take part in the study. This 
group comprised the total cohort of students in the second year of their training 
and consisted of one man and eight women, with ages ranging from 23 to 52 
years (mean age = 35). Five trainees had had some previous experience in the 
field of counselling, three of these had had some formal training. Five had been 
in therapy before starting the course. One of the trainees declined on the 
grounds that her therapy had been so traumatic that she could not bring herself 
to talk about it. All the others were keen to take part in the investigation.
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Procedure
Respondents were given the questionnaire, a brief explanation of the purpose 
of the study and an assurance of anonymity, which were reiterated in a covering 
letter (App. 2). They filled out the questionnaire with demographic and 
background data before the interview, which generally lasted between half an 
hour and an hour.
All interviews were tape recorded and transcribed, and subjected to content - 
and constant comparative analyses as outlined by Glaser and Strauss (1967) 
and Krippendorff (1980). Phrases and sentences containing relevant 
information about the respondents’ perceptions of their therapy were identified 
and coded and then assigned to categories. Categories are segments of data 
pertaining to the same aspects of the phenomenon under study (Strauss and 
Corbin, 1990). The final categories were arrived at through a repeated process 
of comparing and revising initial propositions. An independent coder was then 
asked to read through these to verify the fit. Two discrepancies arose, which 
were resolved by revising the definitions, but would otherwise have resulted in 
an inter-rater rehability coefficient of k = 0.80.
Results and Discussion
Because qualitative research is by its very nature an interpretative practice, it 
makes sense to locate the analysis and interpretation together in one section. 
The material presented in this section is organised according to the areas that 
were explored in the interviews, and the categories that arose out of the data.
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What factors played a part in how therapists were chosen
Grunebaum (1983) found four essential criteria for the choice of therapist: 
professional competence; a person outside the usual professional and social 
network; warm, caring and supportive; and an active, talkative style.
In the present sample therapists appeared to have been chosen primarily to fulfil 
course requirements,- BAG accredited or UKCP registered and of a 
psychodynamic orientation - and only secondarily for personal reasons. 
Professional competence was therefore assumed, and all but one trainee also 
chose therapists outside their professional and social network. This trainee 
chose to work with an existential therapist, because of her low fees. Fees were 
indeed an overriding factor for everyone, and so was the location of the 
therapist, as trainees did not wish to travel far. All therapists were female, and 
six female trainees specifically set out to find a female therapist. The other two 
had no preference. This corresponds to Grunebaum’s (1983) and Norcross et 
al’s (1988b) findings that most therapists choose to work with someone of the 
same gender. However, it may also reflect the fact that most therapists listed in 
this locality are female, or indeed that psychotherapy has become a more 
female-practised profession.
For the older trainees maturity and age mattered, so that, in the words of one: 
“it could be taken for granted... that our assumptive worlds would overlap”. 
The younger trainees were not worried about age, but it was important for 
everyone that they felt they liked the therapist, and could get on with them. 
Four trainees decided against a person after the first impression:
“She was rather cold on the phone, that put me off and I decided not to go there.”
This also supports Grunebaum and Norcross et al’s findings that trainee 
therapists are looking for the same quahties of personal warmth and empathy as 
any other clients.
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Norcross et al fiirther pondered the question of whether research-oriented 
clinicians would predicate their selection on these same qualities rather than on 
research reputation, which was seen as a negligible requirement in their sample. 
With the present group the answer appears to be yes. Despite the large 
research component in this doctorate, no-one mentioned research as important, 
though one trainee vaguely felt that there was a missing link between 
psychotherapy and ‘counselling psychology’, suggesting that perhaps therapists 
should be psychologists first and foremost, followed by psychotherapy training. 
Two others felt that they would have preferred someone with a more 
psychological background. In this respect it is possible that the training 
provided by the PsychD course will fill a gap, in that it stresses psychological, 
as well as psychotherapeutic issues. This questions needs to be further explored 
in future research.
Only one trainee chose to continue in therapy after completing the mandatory 
40 hours, because of issues that had arisen in her placement, though one other 
said she would continue if she could afford it. All but one trainee stated 
however, that they would consider therapy again in the future, realising that it 
was not something you do once, but a process that might be entered into at 
various stages of their lives.
The impact of therapy on trainees’ personal development.
Personal Growth
Although most trainees stated that they had not made full use of therapy, all but 
one felt there had been a number of gains for them personally. These were 
described as increased self awareness, insight and ‘ego strength’.
“I .. do think Tve grown... I think what I have got out of the therapy is quite.... I can be
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myself more, and I feel much more sure of myself. ”
Other trainees, however found it difficult to single out how much of this was 
due to the therapy and how much to other learning on the course:
“Oh, I think I have always grown as a human - 1 hope. No, except only insofar that 
any process that you are going through, be it going to therapy, having friendships, 
going on a course or having a relationship or anything is a part of the process of 
continuing to grow, so it was a component but I wouldn’t single it out as a vital 
aspect.”
Increased self awareness and insight
There was a marked difference between trainees who had previously been in 
therapy and those who had not. All but one trainee who had not been in 
therapy before reported having become more aware of their emotions and 
defences.
“I got insight into my defensive behaviour”.
“I am more able to express my feelings.”
Students who had had therapy previously did not feel they had gained in self 
awareness or insight, but were perhaps more willing to focus on their defences.
“I was aware of most of them before through my previous therapy, and this one just 
kind of brought them out again, I mean I was probably more comfortable with 
looking at them and lowering them this time round.”
Ego strength
Two trainees felt the therapy had encouraged them to focus on their good 
qualities and strengths, which was a positive step for them.
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“I think., self understanding, really, so acceptance as well and a certain amount of ego 
strength as well. .. you know?.. I think I can stand on my own two feet more..”
While trainees were not sure how much their personal growth was due to the 
therapy alone, they were much clearer about this with regard to emotional 
support and containment.
Emotional support and containment
Seven students stated that their therapist had provided them with emotional 
support and containment during difficult times connected with various aspects 
of the training. In addition two students had problems with serious illnesses in 
the family and family transitions.
“At times it was very very useful to have that other person there to help me with whatever 
concern I was going through at that time, so there was a kind of containment aspect of it.”
The importance of the therapist’s anonvmitv and non-involvement in the course
This was an interesting theme arising from these data and was felt to be 
important by all students.
“It was useful to have that kind of let-off valve there, because it was somebody who wasn’t 
on the course... it was safe to do it.”
It is possible that the training in psychotherapeutic and counselling psychology 
and the experiences on professional placements are in themselves stressful 
enough to warrant personal therapy. Alternatively the stresses could be due to 
this group being the very first intake on a new course focused on a new 
discipline and the concurrent problems associated with a course that is not yet 
established. It would therefore be interesting to compare this with reports from 
trainees in later years, or trainees on different courses. The problems arising in
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psychoanalytic training institutes when the candidate’s personal analyst 
participates in decisions about his or her readiness for graduating have been 
analysed by Szasz (1960). With the exception of one trainee, who stated that it 
was important for her to gain her therapist’s approval of her own professional 
abihties,
“You know, in a way, I wanted her to say, yes, you are going to be a good therapist, I 
needed her approval, really”
the present cohort were clearly in favour of therapy being entirely separate from 
training.
”....Oh no, I wouldn’t have been able to be half as frank if I thought she was in any way 
connected with the course. I mean that was one of the good things about it, having 
somebody who was just totally out of it”.
Negative effects of the therapy
As stated before, one trainee felt that her therapy had been so harmful that she 
could not take part in this study. Three students felt that there had been some 
negative effects. This corresponds to the maximum percentage of negative 
outcomes (40%) reported by Macaskill (1988). The effects concerned 
unfinished business, a lack of working through issues that had been started and 
negative thoughts and self-doubts:
“I feel more vulnerable,.... and maybe we opened up a lot of things, but maybe we 
didn’t work through it.”
“I think there have been things that my therapist said to me, that I’ve answered back to her, 
that I don’t think that’s fair, I don’t think it’s right, but they still play on my mind, because 
I think that ‘well maybe that is within me and maybe that’s something that does affect me’ 
and part of me is saying ‘no I’ve never thought of it as a prpbleih before’.”
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This lack of ‘working through’ might be due to trainees’ own resistance, a lack 
of sensitivity on the part of the therapist or a shortage of sessions to conclude 
the necessary work involved, and is an area for further research.
The impact of personal therapy on trainees’ professional development
Does the therapist’s orientation influence the trainee’s orientation?
Seven trainees reported that their therapist was psychodynamic, and five of 
these expressed a preference for this orientation themselves, as did the student 
whose therapist was existential. However they were not sure whether this was 
due to the influence of their therapist, or the fact that the teaching on the course 
had been predominantly psychodynamic in the second year, though one student 
said that she had ‘internalised’ her therapist. One professed a preference for 
Gestalt, as she found that her therapy had confirmed her reservations about the 
psychodynamic approach being too rigid. Another preferred to work in an 
integrative way. The two students who favoured a different model jfrom the 
psychodynamic one were also the oldest and most experienced, which might 
have enabled them to view their learning and experiences in therapy and on this 
course with greater detachment than the younger and less experienced students.
It is intriguing to speculate why an integrative training course encourages 
psychodynamic personal therapy; and whether trainees’ preferred orientation 
will change during their third year, when the course work, placements and 
supervision will revolve around cognitive-behavioural models. Therefore it is 
difficult at this stage to determine whether for these students personal therapy 
leads to a form of indoctrination as far as orientation is concerned (e.g. Masson, 
1992).
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All trainees felt their therapy had been an invaluable experience as far as their 
professional development was concerned. Most felt it had provided first hand 
experience of being a client, helped them with theory-practice links and given 
them insight into the processes involved in sorting out problems, as well as the 
resistances encountered. Surprisingly however, the therapist was seen as a 
negative model as frequently as a positive one, making them aware and beware 
of the impact of therapeutic interventions, interpretations, and the therapeutic 
fi-ame.
First hand experience of therapv fi~om a chent’s point of view.
All trainees said they had gained much fi-om being in the client’s shoes, and that 
this experience had been very valuable:
“When a defence is challenged, resistances, I understand how that feels, I 
understand how it feels when you just don’t know, and it’s such a block, you just
can’t access anything observing my own deviations in the frame and the
meanings of that.”
Students also said that they knew what it was like having to be in 
therapy against one’s own better judgement:
“ I can kind of empathise a bit more with clients who come along and say T really 
don’t want to be here’ - they’ve been sent along by the GP or whatever.”
For this trainee having mandatory therapy was a valuable lesson in gaining 
insight into what it feels like for many clients who for various reasons are told 
to have therapy.
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Help with linking theory and practice
Seven students found that therapy had helped them with linking together 
psychodynamic theories with their practical application, particularly such 
concepts as transference and countertransference and the importance of safe 
boundaries within the therapy.
“The frame she used, and the working alliance, and about boundaries, I learned a lot 
from that.”
However, with regard to the transference, there were positive and negative 
attitudes, in that three students felt they now understood its significance, but 
three became more critical of the concept.
“..In understanding transference and countertransference, it really helped.”
”..it has made me a bit more suspicious of transference, you know. Whenever she 
didn’t want to be challenged, she called it ‘transference’..”
This negative attitude to the transference, viewed psychoanalytically would 
simply be seen as another form of resistance. On the other hand fi*equently 
clients are not resistant, but are only reacting to arbitrary accusations.
For instance Wile (1984) presented case material showing that some common 
interpretations in psychotherapy are accusations because of the dictates of their 
theory, when clients are seen as gratifying infantile impulses, being defensive, 
resistant, dependent, narcissistic and so on. Theory may cause therapists to 
disregard obvious factors, such as a client’s justified anger towards someone in 
the here and now, which is not necessarily rooted in infantile rage or narcissism. 
It seems that some students reacted negatively to this, and thought they were 
able to recognise what was real and what was not, leading to a heightened 
awareness of how theory may be misused (see Spinelli, 1994).
147
The therapist as a positive model
Five trainees reported that a positive feature of their therapist had been that she 
was able to work at their own pace:
“She is not pushy, she lets you take your time”
These respondents reported practising some of their therapist’s skills in their 
own work with clients, while one merely checked out whether the skills she 
herself was using with her own clients were similar to those of her therapist. 
However, in defining these skills, students limited themselves to general 
statements such as:
“It’s quite hard to articulate, isn’t it, it’s just sort of all the normal things, you 
know, that you sort of expect from a therapist, and she fulfilled those requirements...”
This finding may correspond to what Buckley et al (1981) described as the non­
specific factors, that are difficult to measure.
Four trainees reported using the therapist’s interventions, such as the 
use of silence:
“I think I have used quite a few of her interventions. Yes, I have definitely been 
influenced by her.”
“In the beginning I think I wasn’t ever able to just sit and wait and smile .”
The therapist as a negative model
Six trainees reported that they would not use some of their therapist’s 
interventions, but that this in itself was a useful experience.
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“Well I’ve leamt a lot about what sort of things clients don’t like.... I did leam a 
lot about that.”
The negative learning revolved around the therapist’s rigidity of approach, 
sticking too closely to the theory rather than staying with the client’s real world 
and the importance of staying with the client’s agenda.
The therapist’s rigiditv
Spinelli (1994) pointed out that therapists often impose their particular 
interpretations on their clients regardless of protestations to the contrary. In the 
present study, the rigid adherence to a theoretical model was perceived as a 
negative characteristic of the therapist. Four trainees stated that it often felt as 
if theory was intruding into reality and that they would have preferred a more 
flexible approach, based in the here and now. Interpretations were therefore 
often felt to be ‘backwards’.
“I also felt very bullied by her theoretical orientation, and she kept trying to force 
very Kleinian interpretations on what was going on and I said ‘no, n o , no, it’s not 
like that’, but she couldn’t sort of deviate from that path, a very rigid approach to 
her work, I found that very frustrating.”
Working with her own, rather than the client’s agenda
Three trainees felt their therapist often had her own agenda, rather than 
allowing them to set it.
“You know I felt as if the point of my life was going to therapy, which it bloody well 
wasn’t, frankly.”
“She sometimes would come out with things like (...). I mean, where is she coming 
from there... and I felt very frustrated and a bit uncooperative, when things like 
that happened.”
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Neglecting to take into account the client’s social world
Two trainees felt their therapist was putting too much stress on them as 
separate from their social environment and not enough on their interactions with 
others.
“She often tried to treat my problems as if they existed in a vacuum, but I live in a 
social world, where you can’t always do it your own way.”
This of course is a criticism that has recently been taken up by the media, and is 
addressed by family therapists, the systems approach (e.g. Mnuchin, 1974), and 
in a wider sense by authors who advocate integrating personal, social and 
political awareness, (e.g. Embleton Tudor and Tudor, 1994). Interestingly both 
these trainees also expressed an interest in family therapy for the following 
year’s placement.
It would appear therefore that with respect to a rigidity of approach trainees 
were not indoctrinated. Instead they stated that they preferred a more person- 
centred style in their psychotherapeutic practice with their own clients, even 
when working within a psychodynamic framework.
Trainees responses to obligatory personal therapy and its length and 
timing.
Personal therapv should be mandatory
All trainees felt it was vitally important to undergo therapy in order to be able to 
practice it, and that they would not recommend that it should become an 
optional part of the course. This had to do with the invaluable experience of 
being in the client’s chair:
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“I don’t think it should be optional, there is too much to leam in terms of 
empathising with the client and understanding the processes, otherwise it’s a one 
way experience.”
as well as an opportunity for personal development.
“1 think that if people do have personal issues, then 1 think it’s a time when they 
can be discovered, and dealt with or for a person to realise that they should not be 
in this area, or for something like that, so 1 think it’s a good thing for people to go 
through.”
The number of therapv sessions and the timing of therapv
Seven students thought that 40 hours was ‘about right’, but three felt that it was 
not enough for doing serious psychodynamic work, as it took them a long time 
to begin working in their therapy, due to their own reservations and resistances.
Everyone said that the timing of the therapy during the first year of training was 
unfortunate, and that they would have gained much more if therapy had 
happened in the second year, when they had more of an idea of the theories and 
processes involved. It may be enough for trainees to cope with all the new 
material, concepts and ideas, they are introduced to at the beginning of such a 
course, and they may need time to ‘digest’ these before embarking on dealing 
with personal issues as well. It is also possible that trainees might find they can 
evaluate the various components of their own therapy more if they have been 
introduced to the basic concepts of therapy first.
Two trainees additionally felt that students should already have undergone 
personal therapy as a prerequisite for being accepted on such a course, as 
therapeutic efficacy is largely determined by the therapist’s qualities and the 
therapeutic relationship. These are summarised by the BPS Working Party on
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the diploma in Counselling Psychology (1989) (quoted in Clarkson, 1994: 16): 
‘The capacity to establish and maintain such relationships ultimately rests upon 
the personal qualities and maturity of the individual counselling psychologist. 
Personal qualities such as non-defensiveness and a capacity to experience and 
communicate empathie resonance, constitute essential resources which the 
counselling psychologist draws upon. Whilst these characteristics may be 
enhanced by skills training they derive primarily from a foundation of personal 
experience and integrative maturity.’ These sentiments were echoed by the two 
trainees:
“1 would want to e?q)lore potential applicants, if they hadn’t been in therapy, why they 
thought it was suitable for them to become a therapist, you know, where are they coming 
from? Because 1 think that the sort of level of personal development that you are likely to 
do if you come in very naive and you haven’t had therapy beforehand would be so huge, 
whether you could reasonable do that and train at the same time seem to me quite major 
demands.”
“If you’ve got major developmental work to do 1 think you should have done some of it 
first before you even started.”
Those trainees who had been in therapy before felt that their previous therapy 
should have counted, as they felt that they were able to decide for themselves 
when they wanted to enter therapy again in the future.
“You know, 1 am perfectly capable of knowing when 1 need therapy, and this was not a 
good time for me”
This echoes McLeod’s (1993: 210) sentiment: “This element of choice is 
particularly relevant when the trainee may have recently completed a course of 
therapy before entering training, and has no wish or need to reopen personal 
issues.“
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Free choice and flexibility with regard to the orientation of the therapist and the 
timing of therapv, as an essential prerequisite for commitment to the therapv
All respondents felt that trainees should be able to choose the orientation of 
their therapist.
Five of the eight trainees had had therapy before. Of these four found that their 
previous therapy had been more usefiil in terms of personal development. This 
appeared to be related to the fact that therapy was felt to be imposed at the 
wrong time, rather than entered in a spirit of free choice:
“ In my previous experience I really made some important insights into my self, how 1 
relate to others, my defences and so on. . .but not in this one. 1 also resented having to do it 
then, rather than choosing to do it when 1 felt 1 needed it.”
One however had the opposite experience, in that she felt that:
“With the therapy 1 had the first time...l didn’t have a therapeutic model at all ...1 
didn’t use it as well as 1 used it the second time round, when 1 knew about processes 
that were going on and about the aims and objectives of the therapy, because the 
first time 1 didn’t really know if 1 wanted to be there.”
Even here, however, free choice seemed to be the crucial factor, since 
she definitely wanted to ‘be there’ this time. Additionally this 
respondent was going through major upheavals in her private life at this 
stage, and welcomed the opportunity to be in therapy. This respondent 
was the only one who said she had made full use of her therapy for 
working through “personal problems, losses ...and other family stuff”; all 
the others felt they had been resistant to becoming fully involved. This 
was due to their own reluctance to be in therapy:
“1 tried, but 1 just couldn’t. It wasn’t the right time, there was so much else going 
on, 1 wasn’t ready for it, 1 couldn’t cope with that as well”
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“I’d only just finished my other therapy...and so to go straight into another one.... just 
wasn’t the right time, and it was a requirement of the course and it was this thing that we 
had to do and had to pay for, and that was a big block for me, because 1 didn’t actually feel 
that 1 needed it at that time. “
or to the perceived shortcomings of the therapist for two:
“Her very rigid approach didn’t feel sufficiently client centred to me, it felt she was 
neglecting whole issues of importance. It felt very abusive and unheard and very 
negative.”
The timing of therapv
All respondents agreed that more flexibility with regard to the timing of the 
therapy was needed, as undergoing personal therapy in addition to all the new 
learning in the first year was experienced as counterproductive and stressful.
“It was quite inflexible, in that it had to be all fitted into the first year if 1 had left it a
bit later, 1 might have found that a bit more of a positive experience.”
Students also felt that it took them a year to become generally familiar with 
what the course was about.
“It should be a bit later, so that people can understand the sort of theoretical 
perspective they are coming from... and also, you are just beginning to become 
accustomed to what is going on and perhaps have to explore own issues and 
stuff, so you could use it a bit better.”
Furthermore they felt that since the first year was a general introduction to basic 
counselling skills and a more person centred approach, having psychodynamic 
therapy did not match what they were doing on the course and on placement.
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“1 wish we had had therapy in the second year, when we’re doing psychocfynamic 
work, because you need it when you are dealing with the countertransference”.
Therefore the general lack of motivation for the therapy was felt to be due to its 
timing in the first year of training. Only one student appeared to have given 
serious thought to her motivation for being in therapy.
“1 think that there is a distinction to be drawn between personal therapy and 
therapy while you are in training - training therapy so to speak. 1 think you could 
make a very useful distinction between the two, and your objectives for being in
therapy You know we expect our clients to say what they come to therapy for,
and 1 don’t think T’ve been told to’ is really a very good reason for coming, and T 
want to grow’ is ridiculous. So 1 think T am in therapy to tiy and understand how 
1 work as a therapist and where 1 am in relation to my clients’ is a reasonable 
objective, but there is quite a powerfiil argument for separating the two.
None of the other trainees made this distinction and this issue of what the 
therapy is fo r  warrants fiirther research. The question remains whether these 
trainees’ motivation would have increased if they had had more time to consider 
what they hoped to gain from it. All trainees were very clear though, that they 
would have benefited more had they been allowed to take up the 40 hours of 
therapy at some time during the three year course at their own discretion.
Comparing personal therapy and supervision in terms of professional 
learning
Since it has been suggested that supervision might provide an alternative to 
personal therapy, (Truax and Carkhuff, 1967; Ekstein and Wallerstein, 1972), 
trainees were asked which of these in their opinion contributed more to their 
work with clients.
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Only three of the trainees found their supervision to be more valuable in client 
work than their therapy. The other five reported that their therapy had taught 
them more about working with clients than their supervision. It appeared that 
the therapist filled a gap where supervision was perceived to be inadequate.
“I think that maybe the therapy helped me through things that the supervisor 
should have done if 1 had had proper supervision - which I didn’t”.
These results are somewhat alarming, since there is a heavy reliance on 
supervision fi*om a practical learning point of view and they raise a number of 
questions concerning parallel processes in supervision and client work 
(Doehrman, 1976) which are not within the scope of this report. Although the 
boundary between supervision and psychotherapy is often unclear because both 
may use similar techniques, their goals are different (Glass, 1986). It may be 
that trainees need to be educated about these different goals at the start of 
training, in order to avoid confusing the two.
Conclusions
The results of this study are only very preliminary, but it is hoped they will lead 
to further research, including student populations from different courses, and 
trainees who entered personal therapy voluntarily. While there are obvious 
limitations in using students’ subjective accounts alone, and keeping in mind 
that the results might be an artefact of this small sample, the respondents in this 
study have again underlined the importance of personal therapy as a training 
requirement for therapists. Strupp et al (1988) stated that little thought has 
been given to how exactly personal therapy should influence a therapist’s 
performance. Its major contribution to the present cohort of trainees appears to 
include a) the insight gained by experiencing at first hand what it is like to be a 
client, and b) using the therapist as a negative model as much as a positive one.
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It appeared that trainees used a considerable amount of sophistication to pick 
out those elements of their therapy they found positive for use in their own 
practice and to remind themselves to steer clear of elements they had 
experienced as irritating, negative or harmful. This led to scepticism about the 
value of a rigid adherence to theoretical dogma rather than taking into account 
the client’s real life experiences.
However, whether trainees actually use this heightened awareness of the 
negative effects of ‘over-interpretations’ and rigidity with their own clients is 
another issue. The possibility of ‘parallel processes’ described by Doehrman 
(1976) with regard to supervision (what happens in a supervision session is 
unconsciously replicated in therapy with the client) might also apply in personal 
therapy. This could account for Greenberg and Staller’s (1981) conclusion that 
simultaneously undergoing and carrying out therapy may be antitherapeutic, as 
empathy and outcome results may be diminished for inexperienced trainees in 
this position. Therefore the questions whether and how trainees translate their 
own experiences in therapy into clinical practice is one that warrants fiirther 
research.
Another major theme emerging fi-om the trainees’ responses was the importance 
of choice and flexibility with regard to the timing of therapy. The respondents 
appeared to be generally unmotivated for their therapy. They saw this as being 
largely due to its timing at the start of training, which did not allow them 
sufficient time to conceive of their goals and aims. As Freud’s original use of 
personal analysis for dealing with the countertransference and withstanding the 
stresses of therapeutic work later became blurred by the Humanistic 
movement’s stress on personal growth issues (Strupp, 1975), a reasonable aim 
for trainees in their first year of training might therefore be to conceptualise 
what it is they wish to gain from this experience, and whether there is an 
argument for separating ‘personal’ and ‘training’ therapy. One way to do this 
might be to run a group for discussing these issues, or to change the scheduling
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of experiential group work from the second to the first year, so that issues 
arising out of this might subsequently be taken to personal therapy.
This group of trainees therefore made a strong case for relocating personal 
therapy at a later stage of the training course. This would not only enable them 
to first acquire the basic skills of psychotherapy, enabling them to benefit more 
fully from their own therapy (De-Pree and Beala, 1990), but might help them to 
formulate a plan, which can be used to assess their own progress, as advocated 
by Silberschatz et al (1989). In this way personal therapy might become a more 
meaningful learning process in which therapist and client participate. In 
addition it would allow for some clarification between the role of therapy and 
the role of supervision, avoiding an inappropriate use of either.
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Appendix 1(a): Questions on which interviews were broadly based.
1. Was this the first time you had therapy?
2. If you had therapy before, how did it compare with the therapy for the 
course?
3. Do you think you made full use o f your therapy now as far as looking at 
personal and professional issues is concerned?
4. Are you continuing in therapy?
5. What did you consider when choosing your therapist?
6. What orientation was your therapist?
7. Did you know this before?
8. How did you feel about working with a therapist who used this model?
9. If you were to evaluate your therapy from the point of view of your 
psychological health, what do you think you have gained?
10. What else might have added to this effect?
11. Have there been any negative effects as a result o f your therapy?
12. Again, what else might have helped to account for this?
13. Would you recommend your therapist to someone for personal 
problems/growth?
14. If you were to evaluate your therapy from the point o f view o f your 
professional learning what do you think you have gained?
15. Would you recommend your therapist to a new trainee to help with 
professional development?
16. Overall how satisfactory would you rate your personal therapy?
17. If you could influence this course what would your recommendations be 
with regards to personal therapy for following years o f trainees?
18. What has been the impact of your own therapy on how you work with 
clients?
19. What has been the impact o f your supervision on the way you work?
20. What has made the greatest positive impact?
21. If I were to ask your therapist what (s)he thought o f you as a client, what 
do you think (s)he would say?
22. What else could I have asked?
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Appendix 1 (b): Questionnaire issued to participants relating to 
background data.
BACKGROUND DETAILS
Please complete the following by filling in the space provided. All answers are 
in the strictest confidence. No individual will be identified at any stage. The 
aim of the project is to gain a further understanding of the relevance to personal 
therapy for the trainee.
1 Age...........................  2 Male.................  Female......................
3 Have you had any experience of working as a therapist before starting this 
course?
yes  no.............
If you have answered no to this question, please go to question 6
4 If yes, were you formally trained? yes  no...........
5 How much training did you receive?
.............years  months .......... weeks
6 Have you been in counselling/psychotherapy as a client before the therapy 
required for this course? yes.............  no............
7 If so, for how long?
...............years................months  weeks
Many thanks for your help with this project.
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Appendix 2: Letter accompanying the questionnaire relating to 
background information.
Department of Psychology 
University of Surrey 
Guildford, GU2 5XH
3 May 1996
Trainees, Year 2
Psych D Psychotherapeutic & Counselling Psychology
Dear
I am carrying out my second and third year research project into the relevance 
of personal therapy for psychotherapeutic and counselling psychologists in 
training. I would be very grateful if you would help me. I would like to carry 
out a short interview (about an hour) with each of the second year trainees.
You will also be asked to carry out another sorting task as you did for Judith 
Chalk’s project last year, as well as fill out a questionnaire.^ You can do these 
at home and send me the completed forms in the enclosed SAE, preferably 
before the summer break please. The information you give me will be treated in 
confidence, and though the data obtained will be used in the reports, you will of 
course remain anonymous.
Thank you so much for your help.
With best wishes,
Fridrun Williams
NB: The questionnaires and sorting tasks were not used for this research
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How Counselling Psychologists View Their Personal Therapy
Abstract
A survey of UK chartered counselling psychologists (N=192) was carried out to 
investigate how they view their personal therapy. Eighty-four respondents 
completed questionnaires about their reasons and motivation for therapy, 
ratings for outcome and process of their therapy, and which components of 
personal therapy they saw as contributing the most to their development as 
counselling psychologists. The results indicated that the majority (88%) were in 
favour of personal therapy as a training requirement, which they saw as integral 
to the profession. The experience of therapy from the client’s perspective was 
the most frequently cited reason. Respondents rated the outcome and process 
of their personal therapy as overwhelmingly positive, however 27% also 
reported some negative effects. A factor analysis of various components of 
personal therapy indicated that counselling psychologists make a distinction 
between 3 factors: 1. learning about therapy itself, 2. issues arising out of 
training, and 3. dealing with personal issues. Analysis of the data suggests that 
the aims and motivation for therapy are related to dealing with personal issues 
in the therapy, whereas these are not important for the other factors. Learning 
about therapy itself was related to the number of therapy sessions, more 
specifically those who had more than 40 sessions, showed higher ratings on 
issues such as learning about the working alliance and the process of therapy, 
than those who had less. Therefore the initial therapy sessions may be used by 
trainees to explore personal issues, leading to a preoccupation with the self, and 
learning about therapy per se may only occur once this has been dealt with.
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Introduction
Counselling psychology is a relatively new discipline in Britain, and only 
achieved full professional status within the British Psychological Society in 
1994, when the Division of Counselling Psychology was established, and 
psychologists with a diploma or statement of equivalence became entitled to call 
themselves ‘Chartered Counselling Psychologists’. It differs from other 
divisions within the BPS in that it sees the practitioner’s personal development 
and personal therapy as essential components of training, because interpersonal 
skills and the use of self are seen as important active ingredients in the 
therapeutic process. Therefore trainees are required to have undergone a 
minimum of 40 hours personal psychological counselling as part of their 
training, which Woolfe (1996: 9) defined as “..one of the critical boundary 
characteristics which, at the present time, distinguishes counselling psychology 
from other formal bodies of psychological practice, and indeed from the 
individual accreditation requirement of the British Association for Counselling”.
The tradition of advocating personal therapy for trainees and practitioners in 
psychodynamic psychotherapy started with Freud (1937,1964), who felt that 
his own hard-won conclusions about the basis of psychoanalysis could only be 
arrived at by personal analysis, which would equip the person undertaking it 
with an understanding of the wider aspects of the human psyche. In addition it 
would bring about a resolution of the countertransference, which he saw as the 
primary impediment to progress. Later writers have argued that as the person 
of the therapist is inextricably entwined with the success or failure of any 
psychotherapy intervention, all practitioners should prioritise psychological 
health, and that personal therapy is the most effective way to achieve this (e.g. 
Malan, 1979; Dryden, 1991).
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Thus personal therapy has been seen as representing a unique means of learning 
about the therapeutic process, as well as promoting heightened awareness and 
personal development, particularly with regard to six general areas (Norcross et 
al, 1988; Norcross et al, 1992):
1. It improves the therapists’ emotional and mental functioning and makes life 
more gratifying in a profession where one’s own well-being is fundamental.
2. It provides the therapist with a more complete understanding of personal 
and interpersonal dynamics and conflicts, and helps to reduce 
countertransferences.
3. It alleviates the particular burdens inherent in the profession.
4. It serves as a profound socialisation experience, as it helps to convince the 
therapist of the power of therapy and thus facilitates the internalisation of 
the healer role.
5. It places therapists in the role of the client, and gives them the same 
experience of inner struggles and conflicts, thus increasing empathy and 
respect for the client.
6. It provides a first-hand experience of observing clinical methods, and acts as 
a model.
However, not all schools of psychotherapy have adopted personal therapy as a 
necessary requisite for trainees, notably those with cognitive-behavioural and 
humanistic paradigms, and it has not been empirically established to be of 
benefit to therapists’ mental health, to change the nature of their therapeutic 
interactions or to lead to better outcomes with clients (Wampler and Strupp, 
1976; Greenberg and Staller, 1981; Herron, 1988). Though there is some 
evidence that it enhances subsequent professional efficacy by increasing the 
therapist’s levels of empathy and appropriate ‘use of self (Peebles, 1980; 
Baldwyn, 1987), several studies have shown no major differences in client 
outcome between practitioners who had undergone therapy and those who had 
not (Holt and Luborsky, 1958; Katz et al, 1958; Demer, 1960; Stmpp, 1973).
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Others have found a negative effect on clients, as measured on depression and 
correction scales of the MMPI (Garfield and Bergin, 1971).
One variable which seemed important in these studies was the trainees’ level of 
experience. Therefore reviewing previous research, Greenberg and Staller 
(1981) concluded that only when combined with experience was the trainee’s 
personal therapy found to have some positive effects on the therapeutic 
relationship, and that for inexperienced trainees simultaneously undergoing and 
carrying out therapy might be antitherapeutic, as their empathy and outcome 
results may be diminished. On the other hand, a scrutiny of the performance of 
highly experienced therapists, who had undergone personal therapy suggested 
that they were no better at recognising and dealing with countertransference 
issues, especially clients’ chronic anger, negativism, hostility, resistance and 
erotic feelings (Henry et al, 1986).
‘Experience’ however could mean the amount of client contact or the number of 
years a therapist has worked, and this distinction was not made. Therefore 
these differing results may be due to the inevitable methodological problems 
involved in outcome studies, which may also be contaminated by how effective 
the therapy was and how disturbed the therapist was to start with and might 
remain (Beutler et al, 1986). Nevertheless Macaskill’s (1988) review of the 
literature concluded that there is no evidence that personal therapy significantly 
enhances therapeutic effectiveness, as gains are more likely to be personal than 
professional, and that in the early stages of training, personal therapy has a 
negative effect on client work, possibly because of increased emotional distress 
during this stage of training. Macaskill suggested therefore that the role of 
personal therapy in the relatively healthy trainee might not be of overriding 
importance, and its effects were only likely to be clinically significant if the 
trainee was considerably disturbed or when dealing with a very disturbed or 
borderline patient, who elicits substantial counter-transference reactions.
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Yet, since many practitioners enter this field because of their own unmet needs 
(Dryden, 1991), there is clearly an area of concern around whether a therapist’s 
own mental health and psychological functioning interferes with his or her 
responses to clients. Therefore if the therapist’s disturbance can be reduced by 
personal therapy, clients’ treatment and outcome should be improved. 
Mandatoiy personal therapy for all trainees entering into this profession could 
be seen as a way to prevent or reduce harmful effects on clients. However, a 
number of concerns have been expressed regarding the endorsement of therapy 
as a mandatory requirement. For instance Norcross and Goldfned (1992) point 
out that matching treatment to individual needs is violated by insisting on a 
single modality of uniform length, and Strupp et al (1988: 690) posited that the 
decision to enter therapy should always be private and personal, and a training 
programme that ignores this tenet “seems contradictory to the values we might 
hope to impart to trainees” .
Mandatory therapy has therefore been criticised on a number of other points, 
summarised by McLeod (1993):
• It does not allow choice, which is generally considered essential for 
productive therapy.
• Should the therapy not go well, the trainee may feel compelled to continue, 
for the sake of completing this part of the course, at the risk of emotional 
damage.
• If, on the other hand, the therapy uncovers difficult emotional material, the 
trainee may not be able to participate effectively in other parts of the course 
or be emotionally available for clients.
• Finally the financial cost of therapy can place training out of reach of people 
from financially disadvantaged groups.
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In addition it has been suggested that personal therapy could lead to a subtle 
form of indoctrination, which trainees will find difficult to resist because of their 
high investment in it (Masson, 1992).
Indeed Norcross and Goldfiied (1992) point out that the value ascribed to 
personal therapy in the literature depends on whether the authors themselves 
have undergone it. For instance Norcross et al (1992) found that only 4% of 
clinical psychologists who had undergone therapy thought it was unimportant 
compared to 39% who had not had therapy, and 40% of those who had been in 
therapy considered it very important, compared to 2% who had not. However, 
these clinicians had entered therapy voluntarily, not as an obhgatory part of 
training and therapists who seek out personal therapy must differ in many ways 
from those who do not. Therefore these results are open to a number of 
interpretations, not least that they also depend on the psychological health of 
the subjects and their reasons and motivation for therapy. Nonetheless these 
clinicians stated that the most enduring lessons they had learnt from their 
therapy concerned the importance of the therapeutic relationship and nurturing 
interpersonal skills.
Research looking at therapists’ self reports of their experiences of personal 
therapy indicates that the majority benefited considerably, both personally and 
professionally (Shapiro, 1976; Buckley et al, 1981; Grunebaum, 1986; Norcross 
and Prochaska, 1986; Norcross et al, 1988). However, a significant minority of 
participants in these studies reported negative or even harmfiil effects as a result 
of their treatment. In Macaskill’s (1988) review of 15 empirical studies, though 
approximately two thirds of trainees found their personal therapy satisfactory, 
15-40% reported unsatisfactory outcomes or negative effects, which is 
significantly higher than that estimated to occur with other clients. Most of 
these studies were carried out in the United States and it is not clear whether 
personal therapy was a mandatory part of training. In a national survey of 
personal therapy among UK Senior Registrars in Psychotherapy (Macaskill and
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Macaskill, 1992) only four of 27 respondents stated that it was optional. In this 
survey 87% of respondents reported it had a moderate to positive effect on 
work and personal lives, including increased self awareness and self esteem, and 
a reduction in symptoms. However, 38% reported negative effects, such as 
disrupted marital relationships, increased emotional withdrawal, destructive 
acting out and heightened psychological distress. Though these effects were 
not lasting, they may well have been mirrored in the clients of those 
practitioners at the time.
Clearly opinions differ as to the value and outcome of personal therapy, and 
whether it should be mandatory or not for trainees, and some alternatives to 
personal therapy have been advanced, such as co-counselling (Rowan, 1983), 
supervision (Ekstein and Wallerstein, 1972), a healthy lifestyle and ‘personal 
development exercises’ (Beutler and Consoli, 1992).
Pilot Study
An earlier pilot study was carried out, by interviewing the first intake of 
students on a newly established practitioner doctorate course (PsychD) in 
Psychotherapeutic and Counselling Psychology at a British university, who had 
completed their 40 hours of mandatory personal therapy (Williams, 1996). This 
indicated an impact of therapy on the trainees’ personal development in terms of 
increased self awareness, insight and ego strength. Most felt that their therapist 
had provided them with emotional support and containment during difhcult 
times either in their personal lives or connected with various aspects of the 
training. However, 40% stated there had been some negative effects, 
concerning unfinished business, a lack of working through issues that had been 
started and negative thoughts and self -doubts. These might have been due to 
the curtailment of therapy after the obligatory 40 sessions, when all but one 
trainee discontinued with their therapy for financial reasons.
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Yet all trainees saw personal therapy as an integral part of their training. The 
experience of being a client was seen as invaluable, with the therapist as both a 
positive and a negative model - negative in the way that several trainees said 
they learnt how not to do it. However, trainees unanimously agreed that rather 
than undergoing therapy during the first year of training, it should be taken up 
later, when they had a clearer idea of their aims and might therefore have been 
more motivated. It has also been recommended elsewhere that trainees should 
first acquire the basic skills of psychotherapy in order to enable them to benefit 
more fully from their own (De Free and Beala, 1990). Additionally most 
trainees who had been in therapy before felt that their previous therapy should 
have counted, echoing McLeod’s (1993:210) sentiment: “ This element of 
choice is particularly relevant when the trainee may have recently completed a 
course of therapy before entering training, and has no wish or need to reopen 
personal issues.”
The pilot study, because of the small numbers involved (n=8), and the inevitable 
problems associated with being the pioneers on such a course, might have been 
an artefact of this particular group of trainees. Also, since the pilot was carried 
out immediately after the completion of personal therapy, trainees may not have 
had time to consolidate and reflect on their experiences. Therefore it was 
hoped that a more comprehensive investigation of counselling psychologists 
who were already chartered would provide a clearer picture of how the role of 
personal therapy during training is conceptualised.
Aims of the project
The present investigation was carried out in order to clarify how these issues 
are viewed by counselling psychologists, who have entered the arena of this 
debate relatively recently, and whose division decided in favour of mandatoiy 
therapy for trainees.
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Hypotheses
As well as obtaining general information about counselling psychologists’
views of personal therapy the following hypotheses, derived from the results of
the pilot study, were posited:
1. The majority of respondents will report positive effects on personal and 
professional development, but a minority will report negative effects.
2. Respondents who entered therapy voluntarily are more likely to have had 
clear aims and objectives and to be more motivated for their therapy, than 
those who entered as a training requirement only.
3. Respondents who entered therapy voluntarily - and are motivated with clear 
aims - are likely to have derived greater benefits, both personally and 
professionally than those who had not.
4. A number of respondents will have perceived their therapist as a negative 
model as well as a positive one regarding issues that are relevant to 
therapeutic practice.
Method
Instrument
A questionnaire (Appendix 2) was constructed to obtain information on how 
chartered counselling psychologists viewed their personal therapy. The initial 
section ascertained demographic data, theoretical orientation of respondents 
and their therapists, whether they had been in therapy before training, the 
number of therapy sessions they had, whether they were in therapy now or
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would consider it again and the number of years in practice. The next section 
concerned whether they had entered therapy voluntarily or as a training 
requirement only, how motivated they were for therapy, whether they had clear 
aims, if there had been a forum during their training to discuss these, and 
whether the effects were positive or negative, personal, professional or 
relational. Thereafter respondents provided retrospective ratings on both the 
outcome and process of their therapy on a five-point scale ranging fi*om ‘not at 
all good’ to ‘extremely good’. In order to gauge to what extent personal 
therapy had contributed to the practitioner’s development and practice as a 
counselling psychologist, respondents rated aspects of counselling psychology 
practice as well as personal development on a five point scale fi'om ‘my therapy 
did not contribute’ to ‘my therapy contributed a great deal’, and indicated 
whether these contributions were positive or negative. These items were 
derived from a review of the literature, as well as the pilot study and included 
awareness of professional and ethical issues, theoretical orientation, therapeutic 
skills, therapeutic relationships, therapeutic process, use of own feelings and 
empathy, psychological understanding of the client and support with personal, 
relationship and training problems. Finally respondents were asked to comment 
on the timing of personal therapy for trainees and to add any other relevant 
information about their personal therapy.
Procedure
The questionnaire, a covering letter, (appendix 1), and a stamped return 
envelope were mailed to all 192 chartered counselling psychologists, who could 
be found in the 1995 and 1996 BPS Register of Chartered Psychologists. The 
letter stated that participants would remain anonymous, and those who were 
interested in the results would receive a synopsis of the study if they supplied 
their address on the back of the return envelope, which was kept separate from
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the completed questionnaires. Respondents who had not undergone therapy 
were asked to tick and return a section of the letter.
Participants
Of the 192 questionnaires sent out, 115 replies were received, which constitutes 
a return rate of 60%. Of these, only 84 were usable, reducing the return rate to 
44%. Questionnaires proved unusable for a variety of reasons, including that 
some psychologists with a statement of equivalence felt they were meaningless 
to their particular training and experiences, some stated that they had difficulties 
in completing the questionnaire, and others did not complete it in a meaningful 
way. Thirteen respondents had received no therapy.
Forty-nine respondents availed themselves of the space provided to make 
additional comments about personal therapy. All but two respondents indicated 
their age, which ranged from to 30 to 74 (mean = 49). Fifty-seven (68 %) 
respondents were female, and 27 (32%) male. Twenty-five (30%) of the 
respondents added the information that they were chartered via the Grandfather 
Clause. Respondents had been working as counselling psychologists between 1 
year and 37 years, (mean = 9.5 years).
Methodology
Demographic and other data, as well as outcome and process ratings were 
analysed by means of chi-square tests where the data were categorical. Interval 
data were examined for association between variables using Pearson’s 
correlation coefficients, and Spearman’s rho was used for ordinal data. A 
principal components factor analysis was carried out on the respondents’ ratings 
of issues relating to counselling psychology practice, in order to simplify and
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condense the data and to describe broad underlying dimensions, which might 
help to establish what areas of professional practice are influenced by personal 
therapy. Oblimin factor analysis, with its oblique rotation of factors was 
chosen, as it cannot be assumed that the issues relevant to psychological therapy 
are independent of each other. Absolute values less than 0.3 were suppressed, 
as they would account for less than 10% of the shared variance, and factors 
with eigenvalues of less than 1 were ignored, as the variance that each 
standardised variable contributes to a principal components extraction is 1. The 
factors arising out of this were then investigated with a view to whether they 
were related to demographic and other data in the questionnaires, using 
independent t-tests and one-way ANOVAs.
A qualitative content analysis as outlined by Krippendorff (1980) was carried 
out separately on the respondents’ written comments about personal therapy. 
Phrases and sentences containing relevant information about the respondents’ 
perceptions of therapy were identified and coded and then assigned to 
categories. Categories are segments of data pertaining to the same aspects of 
the phenomenon under study (Strauss and Corbin, 1990).
Inter-rater reliabilitv of the content analvsis
As classifications are open to individual interpretations, the researcher might 
impose his or her own bias onto the material, thus clearly reducing the reliability 
of the data. Two or more people are required to assess the same material 
independently and come to the same conclusion. Therefore an independent 
coder was asked to read through the responses to verify the fit. Once the 
second rater had classified the data the reliability was calculated by assessing the 
number of times raters agreed as a percentage of all possible observations, using 
Cohen’s Kappa coefficient, which gives the proportion of agreement corrected 
for chance. In this case, k  = 1, as no discrepancies arose, because categories
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were stated explicitly by the respondents, and there was no great need for 
refinement.
Results^
Counselling psychologists’ opinions about personal therapy
The therapy requirement for training was stated as between none and 300 
hours, (mean = 57 hours) and this was considered ‘about right’ by 45 (62%), 
too little by 24 (33%), and too much by 4 (5%). This, however, was not related 
to the actual number of sessions (r = 0.225, ns), so that for instance 40 sessions 
was considered too much by 3 and too little by 12, and 100 sessions was seen 
as too little by 3 and ‘about right’ by 4 of the respondents.
Twenty-four (29%) of the respondents indicated they were in therapy now, and 
68 (81%) would consider therapy again in the future, 10 (12 %) were unsure, 
and 5 (6%) stated they would not consider therapy again.
The vast majority of respondents, (74; 88%), said therapy should be obligatory 
for counselling psychology trainees, 5 (6%) said it should not, and 5 (6%) were 
unsure. Opinions varied with regard to the timing of personal therapy, 
however. Only the most fi-equently cited answers are reported here, which were 
as follows: 17 respondents (21%) stated that counselling psychologists should 
undergo personal therapy before, during and beyond training, 14 (17%) stated 
there should be a minimum number of sessions some time during training, 13 
(15%) said counselling psychologists should have therapy during training and 
beyond, while 13 (15%) stated it should occur at the start of training for a 
minimum number of sessions.
 ^Throughout this section the percentages given are in relation to the number of respondents who answered the 
particular question.
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Fifty-one (61%) respondents had been in therapy before training, and for 16 
(32%) this counted towards training. For 34 respondents (68%) it did not 
count. Thirty-one (37%) respondents had not been in therapy before training, 
and two declined to answer. Altogether 52 respondents (all 51 who had 
therapy before, as well as one who had not), answered the question whether 
previous therapy should count towards course requirements, and 22 (42%) of 
these felt it should, versus 18 (35%) who did not feel it should count, and 12 
(23%) were not sure.
Counselling psychologists’ theoretical orientations
In all 34 theoretical orientations were cited. They were collapsed into 6 
categories, of which ‘integrative’ was the largest, as it included ‘eclectic’, 
cognitive-analytical and those who cited more than one orientation (see 
Norcross and Prochaska, 1988). This had changed since training for 20 
respondents (24%), mainly towards a more integrative model.
Table 1: Respondents’ theoretical orientations
N
Integrative 28 (34%)
Psychodvnamic 26 (31%)
Humanistic 11 (13%)
CBT 9 (11%)
Other 6 (7%)
Existential 3 (4%)
The counselling psychologists’ therapists
Most of the respondents (68: 83%) had therapists in a similar or slightly older 
age group than themselves. Respondents were as likely to have chosen a female 
as a male therapist, regardless of their own gender, and some had had more than
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one therapist, of different genders. Table 2 shows the proportion of same and 
different gender therapists chosen.
Table 2: The counselling psychologists’ therapists’ gender
female therapists male therapists both
female respondents 28 (49%) 23 (41%) 6 (10%)
male respondents 13 (44%) 10 (37%) 4 (19%)
The therapists’ theoretical orientation
Only 15 different theoretical orientations were quoted for therapists, as they 
were seen as less integrative, which were condensed into the same categories. 
Table 3 shows the number of therapists in each category, and whether 
respondents’ orientations were the same or different.
Table 3: The therapists’ orientation
Respondents
same different
Therapists
Psychodvnamic 36 (44%) 15 (18%)
Humanistic 21 (26%) 16 (19%)
Integrative 16 (19%) 3 (4%)
Existential 5 (6%) 2 (2%)
Cog/behaviour 1 (1%) 0 (0%)
Other 3 (4%) 3 (4%)
A chi-square test to explore whether respondents’ and their therapists’ 
theoretical orientations are similar, now or during training, could not be carried 
out, as 42% of the cells had expected frequencies less than 5, even after 
‘cognitive behavioural’ and ‘other’ were taken out, and ‘existential’ was added 
to the humanistic category. Furthermore, of the 20 respondents who changed 
their approach since training, 10 changed from the same orientation as their 
therapist to a different one, and the other 10 from a different approach to the 
same as their therapist.
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Details of the respondents’ personal therapy
Table 4 shows the respondents’ answers to questions about their aims for their 
therapy, whether there had been a forum on their course to explore these, and if 
they thought this was or would be helpful.
Of the 44 (52%) respondents who stated that they had clear aims for their 
therapy, these were to do with personal, relationship and professional issues for 
15 (35%), personal and relationship issues for 10 (23%), personal issues for 8 
(19%), relationship and professional issues for 7 (17%) and professional issues 
for 4 (10%).
Table 4: Respondents’ answers regarding their aims and whether a 
forum would be helpful.
yes no don’t know
Clear aims? 44 (52%) 34 (40%) 6 ( 7%)
Forum on course? 17 (22%) 60 (78%) 0 (0%)
Was it helnfid? 14 (70%) 3 (15%) 3 (15%)
Would it help? 29 (49%) 13 (22%) 17 (29%)
Motivation for therapy
Only 13 (16%) of the respondents were ‘not at all’ or ‘not very’ motivated for 
their therapy, 52 (62%) were either ‘very’ (27: 32%), or ‘extremely’ (25: 30%) 
motivated, and 18 (22%) were ‘quite’ motivated. Most did not make a 
distinction between entering therapy as a training requirement and voluntarily, 
stating it had been for both reasons (45: 54 %). Twenty-four (29%) entered 
voluntarily, and 15 (18%) for training purposes only. Whether motivation for
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therapy was related to whether it was entered voluntarily or not will be 
described below.
The outcome of therapy
The hypothesis that the majority of respondents will report positive effects of 
personal therapy, but that a minority will report negative effects was supported. 
Seventy-five (89%) respondents reported the outcome as positive, 4 (5%) as 
not positive, and 5 (6%) did not know. Twenty-three (27%) respondents stated 
that there had been negative effects, 56 (67%) said there had been none, and 5 
(6%) did not know. Seventeen (23%) respondents who reported positive 
outcomes also reported negative effects. Table 5 shows where these effects 
took place.
Table 5: The outcome of therapy and negative effects
positive outcome negative effects
personal, relationship & professional 40 (54%) 6 (26%)
personal 15 (20%) 8 (35%)
personal & relationship 9 (12%) 0 (0%)
personal and professional 3 (4%) 0 (0%)
relationship 0 (0%) 5 (22%)
professional & relationship 0 (0%) 4 (17%)
professional 7 (10%) 0 (0%)
Two respondents added that the personal negative effects were financial. 
Negative effects were not related to outcome and process ratings for most, as 
indicated in table 6, nor to whether contributions to issues of counselling 
psychology practice were seen as positive or negative. For contributions to 
counselling psychology practice 15 (65%) indicated no negative contributions, 4 
(17%) no contribution, and 4 (17%) negative contributions to some elements. 
Sixteen (69%) of the 23 who indicated negative effects were in favour of 
mandatory therapy, 3 (13%) did not know and only 3 (13%) said therapy 
should not be mandatory. As these numbers were so small, this was not further 
analysed.
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Table 6: Counselling psychologists’ ratings for outcome and process of their 
therapy.
extremely good very good quite good not very good not at all good
outcom 12 (15%) 42 (51%) 23 (28%) 4 (5%) 1 (1%)
process 15 (18%) 35 (42%) 26 (31%) 2 (2%) 5 (6%)
The process of personal therapy
The hypothesis that respondents who entered therapy voluntarily are more 
motivated and more likely to have clear aims and objectives for their therapy 
could not be statistically tested, as chi square analyses showed that in all the 
relevant data (e.g. motivation x voluntary/not, aims x voluntary/not) more than 
33.3% of cells had expected frequencies < 5, even after cells were collapsed.
The hypothesis that respondents who were voluntary clients, had clear aims and 
were more motivated would deriving greater benefit personally and 
professionally than those who entered as a training requirement only was partly 
supported. Chi square tests on process and outcome ratings and whether 
respondents had clear aims for their therapy could not be carried out, as 40% 
had cells with expected frequencies < 5, nor whether therapy was voluntary or 
not (60% had cells with expected frequencies < 5). One of the reasons for this 
result could be that 54% of the respondents stated that they had entered therapy 
for both voluntary and training reasons. However, there was a positive 
correlation between motivation for therapy and outcome ratings (r = 0.559, 
p < 0.01, n = 84,) and process ratings (r = 0.563, p < 0.01, n = 84). In addition 
the number of therapy sessions correlated positively with process ratings (r = 
0.199, p< 0.05, n = 84) and outcome ratings (r = 0.229, p <0.05, n = 84).
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What areas of professional practice are influenced by personal therapy?"* 
Negative learning
Contrary to hypothesis 4, not many negative contributions of personal therapy 
to the understanding of various aspects of therapeutic practice were reported. 
Nevertheless, a number of respondents (17: 20%) indicated that some of the 
input had been negative. It was not possible to statistically test whether 
negative learning was related to age, sex or orientation of therapists or 
respondents or to the number of therapy sessions, as again the relevant data 
had too many empty cells. Table 7 shows the proportion of negative compared 
to positive ratings, regardless of rating scales. The highest proportion of 
negative input was to do with support with training, supervision and placement 
problems, as well as awareness of professional issues and own theoretical 
orientation. Personal and relationship issues had the least negative input, and 
only one respondent felt the input into psychological understanding of clients 
was negative. As the responses to the contribution of personal therapy to 
various issues to do with counselling psychology were overwhelmingly positive, 
those contributions which were reported as negative were excluded from further 
analysis.
When taking into account rating scales, the highest percentage of positive 
contributions (‘a fair amount’ and ‘a great deal’) was for personal development 
(77%), understanding the working alliance (74%), and understanding the 
therapeutic process (73%). The least contributions were for problems due to 
training (35%), awareness of ethical issues (40%) and problems due to 
supervision (43%).
"Only 12 (14%) respondents added a category under ‘other’ in the list of counselling psychology components, 
which included ‘containment’ ‘support with research’ ‘ongoing supervision’ and spiritual development. 
Because of the small numbers involved, these were not further analysed
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Table 7: Positive and negative ratings for components of personal therapy.
positive negative
Psychological understanding of clients 83 (99%) 1 (1%)
Personal development 82 (98%) 3 (3%)
Understanding therapeutic process 81 (96%) 3 (3%)
Support with personal problems 81 (96%) 3 (3%)
Understanding the working alliance 80 (95%) 3 (3%)
Support with relationship problems 80 (95%) 3 (3%)
Understanding other therapeutic relationships 80 (95%) 4 (5%)
Theory-practice links 79 (94%) 4 (5%)
Therapeutic skills and technique 78 (93%) 6 (7%)
Understanding the therapeutic frame 78 (93%) 5 (6%)
Ability to be empathie with clients 78 (93%) 5 (6%)
Awareness of ethical issues 78 (93%) 6 (7%)
Use of own feelings in work with clients 77 (92%) 6 (7%)
Understanding that not all problems can be solved 76 (90%) 7 (8%)
Understanding transference and countertransference 76 (90%) 6 (7%)
Own theoretical orientation 76 (90%) 8 (9%)
Support with problems due to placement 76 (90%) 8 (9%)
Awareness of professional issues and practice 75 (89%) 8 (9%)
Support with problems due to supervision 75 (89%) 9 (11%)
Support with problems due to training 74 (88%) 9 (11%)
The factor analysis on these elements of therapy showed 3 factors with simple 
structures. These explained 72% of the variance, of which factor 1 accounted 
for 55%, factor 2 for 10% and Factor 3 for 7%. The pattern matrix for these 
factors is shown in table 8.
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Table 8; Pattern matrix of the factors
Increased understanding
or help with; factor 1 factor 2 factor 3
The working alliance .87756
Not all problems can be solved .62752
Empathy .72867
Ethical issues .81616
The therapeutic frame .73150
Theory-practice links .73439
Theoretical orientation .62595
Other therapeutic relationships .88054
Personal development .55450
Personal problems .89876
Placement problems .88593
The therapeutic process .74075
Professional issues .88834
Psychological understanding of client .62638
Relationship problems .83776
Therapeutic skills .61536
Supervision problems .86157
Training problems .85462
Transference/Counter-transference .68319
A reliability analysis carried out on items loading on each of the factors showed 
that the three sets of items comprised reliable scales, showing a Cronbach’s 
alpha > 0.6. Items loading on factor 1 had to do with learning about therapy 
itself, and included learning about the process of therapy, the therapeutic 
alliance and other therapeutic relationships. Items loading on factor 2 
concerned problems arising out of training to be a counselling psychologist. 
Items loading on factor 3 concerned personal issues. Table 9 shows the 
descriptive statistics and the Cronbach’s alpha of the three scales.
Table 9: Descriptive statistics of the 3 scales
Scale Mean SD Cronbach’s alpha
1: learning about therapv 36.175 14.88 a  = 0.95
2: training issues 4.986 4.054 a  = 0.87
3: personal issues 8.620 4.146 a = 0.64
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What factors influence the relative effects of personal therapy on these 
three aspects of counselling psychology practice?
Independent t-tests and one way ANOVAs were carried out in order to 
establish whether these 3 factors depended on other data elicited from the 
questionnaire. These yielded some significant results, which are shown in table 
10 and table 11. No significant relationship was found between any data and 
factor 2.
Factor 1: Learning about therapy
A t-test to establish whether those respondents who had clear aims reported 
greater positive contributions than those who did not, showed no significant 
difference between the two groups (t = 0.263, df =51, p < 0.79). ANOVAs 
on process (F = 2.588, df = 12, p < 0.009) and outcome ratings 
(F = 2.386, df =12, p < 0.014) showed a significant difference between the 
groups. The amount of motivation of the respondents was not related to 
learning about therapy (F = 1.286, df = 30, p < 0.26). However, Factor 1 
depended on the number of therapy sessions respondents had undergone 
(F = 2.178, df = 30, p < 0.024). The data were then divided into those 
respondents who had less than 40 therapy sessions, and those who had more 
than 40, and a t-test was carried out. This showed a highly significant 
difference between the two groups (t = - 4.312 df = 55, p < 0.00). The 
difference was still significant when the dividing factor was 200 sessions 
(t = - 2.411, df = 55, p < 0.019), but no longer significant at 250 sessions 
(t = -0.626, df = 55 p < 0.534).
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Table 10: Relationship between factor 1 (learning about therapy) and other data
N Mean SD
Clear aims yes 30 38.03 12.96 t = 0.263, df = 51, ns
no 22 37.00 15.58
Motivation not at all 3 20.33 25.54 F = 1.286, df = 30, ns
not very 5 23.40 13.03
quite 11 36.91 10.36
very 21 37.90 13.98
extremely 17 40.12 14.84
Process not at all 1 14.00 F= 2.588, df= 12, p < 0.009
rating not very 1 38.00 -
quite 18 32.28 12.70
very 26 37.35 15.01
extremely 10 45.80 3.31
Outcome not very 2 23.00 21.21 F = 2.386,df= 12, p <  0.014
rating quite 19 6.30 3.30
very 28 29.11 12.45
extremely 8 42.75 10.40
No of sessions >40 44 40.20 12.39 t = -4.312 df =55, p <0.00
<40 13 22.54 14.89
>200 29 40.66 13.13 t = -2.411 df= 55 p <  0.019
<200 28 31.54 15.37
>250 18 38.00 14.38
<250 39 35.33 15.21 t = -0.626 df = 55 p < 0.534
Factor 3: Dealing with personal issues
Different results were obtained for factor 3. A t-test to establish whether those 
respondents who had clear aims reported greater positive contributions to 
personal issues than those who did not, showed a significant difference between 
the two groups (t = 2.83, df = 71, p < 0.006). ANOVAs on process 
(F = 3.039, df = 12, p< 0.002) and outcome ratings (F = 3.218, df = 12
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p < 0.001), as well as those for motivation (F = 3.447, df = 12, p < 0.001) also 
showed a significant difference between the groups. Factor 3 did not however, 
depend on the number of therapy sessions respondents had undergone 
(F = 0.84, df=12,p< 0.61).
Table 11: Relationship between factor 3 (personal issues) and other data
N Mean SD
Clear aims yes 43 9.88 4.23 t = 2.83, df= 71, p <  0.006
no 30 7.27 3.32
Motivation not at all 4 4.74 5.50 F = 3.447,df= 12, p <  0.001
not very 8 4.75 3.33
quite 16 9.50 5.37
very 26 8.92 3.05
extremely 24 10.00 2.90
Process not at all 3 1.00 1.00 F = 3.039,df= 12, p < 0.002
rating not very 2 6.50 6.36
quite 25 8.56 4.68
very 33 8.91 3.66
extremely 15 10.47 1.73
Outcome not very 3 4.33 5.68 F = 3.218,df= 12, p <  0.001
rating quite 23 6.30 3.30
very 39 9.82 4.08
extremely 12 10.75 1.71
No of sessions >40 62 9.05 3.23 t = - 1.777, df = 77, ns
<40 17 7.06 6.39
These results show that different issues are important for dealing with personal 
issues in the therapy and learning about therapy per se. While process and 
outcome ratings were important for both factors, having clear aims and 
motivation were highly significant for personal issues, but not for learning about 
therapy, which appears to depend more on the number of sessions. More 
specifically those with 40 sessions and less had the lowest ratings on 
professional learning, where higher ratings were related to more than 40 
sessions.
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Content analysis
Only the most common themes will be described.
Respondents on the whole agreed on the importance of personal therapy, seeing 
it as
“the single most significant training/learning experience - it is central to the ethics, ethos 
and spirit of therapeutic practice” and
“I would not myself enter therapy with anyone who sees it as being something only other 
people need!”.
However, the few who had doubts about its mandatory status, varied in 
opinions from statements such as
“I don’t know if anyone can oblige another to undergo personal therapy”, and ’’the decision 
to seek therapy is such a personal issue based on needs which transcend training obligations”
to statements like
“whether or not one has had therapy in no way ensures the trainee will be a competent 
counselling psychologist ... In my view the personal therapy debate is a red herring”.
The main points provided by the respondents were related to the following 
areas:
The importance of understanding therapv from the client’s perspective
This was the single most frequently stated reason for undergoing therapy, stated 
in more or less those words by most (72%), but other statements included:
“ we cannot lead them where we have been reluctant to go”
“it takes one to know one”.
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‘how else can we have experience of how therapy works, and what in it leads towards 
understanding and growth?”
Developing insight and self awareness
This was the second most frequent statement, made by 56%, and included 
opinions such as
“people need to be self aware and hving with the minimum of repression so that they can 
get in touch with other’s feelings, which are the stuff of therapy without defensiveness” 
“...helps with self knowledge including understanding of possible ‘pulls’/blind spots as a 
therapist.”
Dealing with personal problems
The next most frequent statement concerned this issue, and was addressed by 
45% of respondents, who added remarks like:
“personal issues get in the way of professional practice”
“it is impertinent and probably dangerous to presume to offer help to others without 
exploring the help yog yourself need.”
Of these, 22 % specifically referred to the choice of the profession indicating the 
trainee’s own therapeutic needs:
“the very choice of psychology as a profession speaks of certain difficulties in one’s life and 
these need to be understood so as to not impinge on the client”
“it is well known that many therapists turn to the profession because of their own damaged 
background - this MUST be addressed”.
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Dealing with issues of transference and countertransference 
This was mentioned by 20% with statements such as:
“to understand the nature of transference and countertransference, and to delete the 
unconscious and its deviance”
“to separate self from client”.
To safeguard commitment and suitability for the profession 
This was mentioned by 8% of the respondents:
“ there has to be some method for training and professional bodies to ensure that 
practitioners can relate to clients, I think being a client is one of the best ways”.
One mentioned that it served for
“identifying unsuitability for training”.
However it was not clarified whether it was the trainee him/herself that would 
identify this, or the trainee’s therapist.
Within the frame of professionalism a further 8% saw personal therapy as a 
moral and ethical issue:
“Generally speaking I think it immoral to put somebody through something that I have not 
been through myself’
“There is a moral obligation, I believe, on those seeking a career in apphed psychology to 
explore their own psychopathology.”
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Should personal therapy be mandatory
Among those respondents who stated that therapy should be the choice of the 
individual, opinions ranged from mild doubts
“forcing people rarely does any good” and
“ it should be considered individually depending on their state of personal maturity when 
entering training
to strong objections;
“I do not believe this should be imposed by courses with a time limit, number of sessions etc. and all 
the busybody, do-gooder, bureaucratic imposing and implicit threatening that goes with it”.
There was also a concern that therapy would simply be undergone 
meaninglessly as a course requirement.
“I saw ‘peers’ who had no previous therapy entering the ‘required’ theraf^ for 
qualification.... They were only interested in getting a tick for having done the required 
number of hours with the required person”.
In contrast others felt that if therapy had not been obligatory, they would have 
missed a valuable experience:
“Some on our course resented the obligation to have therapy while training, and later in the 
course it was interesting that all of them felt differently and were glad... some of us who 
had been in therapy before also felt that it was offering an opportunity to try a different 
psychotherapeutic experience.”
However, opinion differed on the point of whether previous therapy should 
count:
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“ Students who have gained benefit from previous therapy should be allowed to count it and 
not be forced into another course of therapy if they really don’t need it. What would they 
work towards if it’s already been resolved???” “I feel that this (previous) therapy had a 
greater impact on my development as a therapist than... therapy undertaken for my 
training.”
Would a forum to explore aims and objectives of personal therapy help?
The answers of respondents who elaborated on why a forum was or would have 
been helpful, revolved around structure and focus:
“to gain some consistent purpose and structure for the therapy.”
“To get feedback from peers and tutors about the focus of personal therapy”,
as well as integration
“to integrate the experience of personal therapy with theory and practice of counselling 
psychology”.
Those who did not want a forum were concerned with boundary issues, both in 
terms of their own privacy:
“no boundaries, potential abuse of power”,
and in general:
“if we publicise our own therapy in another setting, it becomes more likely that we will 
have insufficient regard for our clients’ right to privacy.”
Several respondents mentioned that trainees should have undergone therapy 
before starting on a training course, which would help them in
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“finding out whether they themselves are therapist’s material”, and
"to prevent the disruptive efiects of first time therapy occurring alongside the course”.
Some concerns were also expressed about finding the right therapist,
“it is very important to have a good therapist, and hence good personal therapy.”
Indeed some respondents suggested that
“trainees should e?q^rience the work of several therapists of varied genders and orientations 
before settling down with one long-term relationship, otherwise they are going to be too 
narrow and limited.”
Finally, several suggested that there need to be stricter measures of selection for 
trainees onto a course.
“I feel the decision needs to be the result of a comprehensive assessment... of the 
psychologist aspiring to train”., by... “an experienced counselling psychologist who has 
had extensive personal therapy him/herseU”.
Discussion
The results of this research indicate that counselling psychologists are 
overwhelmingly in favour of personal therapy as a mandatory part of the 
training requirements, and in agreement with Woolfe (1996), see it as an 
integral and distinguishing feature of their profession. Thus, in accordance with 
the literature, (e.g. Norcross et al, 1992, Norcross and Goldfned, 1992) 
counselling psychologists see personal therapy as a unique means of learning 
about the therapeutic process and personal development. They saw 
‘understanding therapy from the client’s perspective’ as the most essential 
ingredient, along with the need to develop insight and self awareness, to deal
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with personal problems, issues of transference and countertransference, and 
safeguarding the profession.
Indeed it appears that many would advocate more stringent requirements, such 
as having therapy before, during and beyond training. Most respondents also 
feel that it is not a ‘once and for all’ experience, but should be entered as 
necessary throughout their career span. Only 15% of the respondents voted for 
locating personal therapy at the beginning of training. This, together with 
previous findings, that for inexperienced trainees therapy may be antitherapeutic 
for clients (Greenberg and Staller, 1981), indicates that first time therapy in the 
early stages of training may not be the best option. Instead, entering personal 
therapy might be preceded by a forum to discuss issues to do with personal 
therapy in a general way, since many respondents were in favour of this 
approach. This might give novices a chance to become familiar with the various 
aspects of therapy first, as suggested by De Free and Beala (1990).
In accordance with the positive response to personal therapy, outcome ratings 
were also mostly positive. The rate of 27% of respondents reporting negative 
effects compares favourably with the research on UK Senior Registrars by 
Macaskill and Macaskill (1992), who warned about being complacent about the 
cost/benefit ratio of personal therapy for trainees. The overall rating for 
negative effects in their study was 39%. It is interesting to note though, that in 
the present study, negative effects did not affect outcome and process ratings 
for most, nor ratings for issues contributing to therapeutic practice, and that the 
majority of those who reported negative effects were still in favour of 
mandatory therapy for trainees. This may indicate that possibly these effects 
were not serious or lasting, or that they were seen as part and parcel of the 
therapy. Future research might explore what exactly the negative effects are, 
how lasting they are and how they are experienced, as well as trainees’ and 
therapists’ concomitants of these. Another question is whether those who 
report negative effects are doubtful about effects of therapy on their own
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clients, and whether this influences their expectations and thus the outcome, as 
suggested by Kottler (1986). An additional area of interest may be the effects 
of this particular client group on therapists, and whether they feel that trainees’ 
expectations and evaluations of therapy are different from those of other chents.
How would they feel for instance about the fact that counselling psychologists 
saw themselves as more diverse, eclectic or integrative than their therapists, in 
that they cited more than twice the number of theoretical orientations and 
combinations of models? Whatever the therapists’ opinions, the indications are 
that the development in counselling psychology is towards an integrated 
approach in the UK as well as in North America, where it has been shown that 
it is adopted by more psychologists than any one single orientation (Dryden and 
Norcross, 1990). In the words of Clarkson, (1996: 258): ”Whatever one’s 
opinion, it is a growing tendency in the consciousness of thinkers and 
practitioners in counselling psychology on at least three continents and it shows 
no signs of going away.” Also, since there was no significant relationship 
between respondents’ and therapists’ theoretical orientations, it appears that 
counselling psychologists are unlikely to be indoctrinated by their therapists in 
this respect. Furthermore the findings that therapists’ or respondents’ 
orientation was not associated with any other factors is in accordance with the 
overall research findings, which have failed to show that any one therapy is 
better than any other (e.g. Luborsky et al, 1975).
The factors arising out of the analysis showed that the positive benefits of 
personal therapy occurred on a broad front, but fall into three distinct areas: 
learning about therapy, dealing with personal issues and dealing with problems 
which arise due to training for this particular profession. The present study 
therefore appears to provide strong evidence for the view that personal therapy 
offers important contributions to a) trainees’ well-being, b) alleviating the 
strains involved in the profession (which must include training issues, such as 
seeing clients on placement), and c) acts as a model for professional learning
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(e.g. Dryden, 1991; Norcross et al, 1988; Norcross et al, 1992). The 
respondents’ additional comments further corroborate the significance of these 
factors as major components of therapy. These issues need more detailed 
inquiry in future, in particular factor 2; problems to do with training, which was 
not further dealt with in the present investigation. With regard to ‘learning 
about therapy’, Henry et al (1985) point out that it is a misleading dichotomy to 
separate the role of technique and relationship variables, and this seems to have 
been endorsed by the present cohort, as relationship and skills components were 
clearly put together under this factor, which additionally accounted for the 
greatest percentage of variance.
Although the vote was in favour of mandatory therapy, in practice the 
distinction between voluntary or mandatory may not be meaningful. The effects 
appear complex and reflective of the fact that most of the present cohort 
indicated they had therapy for both reasons. Personal therapy may be regarded 
as a component of the training in much the same way as any other part of a 
course. Therefore it could not be shown whether voluntary or mandatory 
reasons for therapy influenced aims and motivation, which could also depend 
on other variables, such as the cost of therapy. Perhaps the results would have 
been more clear cut if respondents had only been given a choice of ‘voluntary’ 
or mandatory’.
What does appear to be important is, that whatever the reasons for entering 
therapy, there is a clear distinction between dealing with personal issues within 
the therapy, and using it as a medium for learning about therapy. Whereas 
process and outcome ratings seem to be related to both these factors, having 
clear aims and the degree of motivation seem to be related only to dealing with 
personal issues, but not to learning about therapy, which showed a relationship 
with a greater number of sessions. This number for the present cohort was 
surprisingly high: somewhere between 200 and 250 hours, certainly more than
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the mandatory 40 hours for counselling psychology trainees. It makes sense that 
if trainees wish to deal with personal issues, they should be sufficiently 
motivated, and clear about their aims for the therapy. The finding that ‘learning 
about therapy’ happens independently of these issues, by being exposed to 
therapy for long enough is more unexpected. Strupp et al’s (1988) question on 
how exactly personal therapy should infiuence the therapists performance, might 
therefore be answered with regard to social learning theory, particularly the 
effects of modelling, (e.g. Bandura, 1977). An interesting future investigation 
would be how this compares with the learning about therapy provided by 
supervision.
In addition, the result that ratings for dealing with personal issues are not 
related to number of therapy sessions supports arguments in favour of short 
term therapy, which has been shown to lead to enduring change for discrete 
problems (Garfield, 1989; Steenbarger, 1992). Possibly the initial therapy 
sessions may be used by trainees to resolve personal issues, involving a degree 
of introspection and preoccupation with the self, which does not allow any 
other learning to take place. Once these have been dealt with, further sessions 
may contribute to learning about the therapeutic process itself.
Several respondents mentioned the problem of quality control, reflecting 
Wampler and Strupp’s (1976:200) concerns : “in the past it was not uncommon 
for clinical psychology students to obtain 10-20 hours of personal therapy, 
sometimes by therapists with limited experience, which to them and others 
satisfied the requirement for ‘personal therapy’.” There was little evidence of 
this with the present cohort, whose comments reflected the Working Party on 
the Diploma in Counselling Psychology statement: “... The capacity to
establish and maintain ..(a therapeutic ) relationship ultimately rests upon the 
personal qualities and maturity of the individual counselling psychologist. 
Personal qualities such as non-defensiveness and a capacity to experience and 
communicate empathie resonance, constitute essential resources which the
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counselling psychologist draws upon. Whilst these characteristics may be 
enhanced by skills training they derive primarily from a foundation of personal 
experience and integrative maturity” (1989, quoted in Clarkson, 1994).
Limitations of this research
Several considerations have to be kept in mind when evaluating the results of 
this study. One concerns the indeterminate nature of correlational studies and 
chi square analyses, which provide information about the existence of 
relationships between data, but not about causation. Where chi square tests 
could not be carried out because of the number of empty cells, further analysis 
by means of Fisher’s exact test might have been profitable. Confounding 
variables, such as the respondents’ own psychological health and the quality of 
their training may all have had some effect on the variables investigated. In 
addition the questionnaire is only capable of accessing retrospective self­
perceptions, and the results are therefore subject to the limitations of such data 
with regard to self-report bias. This may include the fact that those who have 
had therapy will have more positive views on it, and find it indispensable, as 
suggested by Norcross and Goldfned (1992). Therefore it could be argued that 
considering how much time, energy and money trainees invest in personal 
therapy, and since presumably they must believe in its effectiveness, they would 
hardly be expected to say that therapy was not helpful. In this respect the 
question also arises whether retrospective rankings of the various aspects of 
therapeutic practice experienced in personal therapy reflect a process in which 
these are ranked on the basis of their similarity to the respondents’ personal 
viewpoints rather than their real contribution to learning about therapy. 
Although these data are clearly important, the ratings may be entirely unrelated 
to what counselling psychologists actually do with their clients.
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A further problem of research in this area is that it assumes uniformity among 
those identified as ‘trainees’ (Guest and Beutler, 1988), whereas the 
respondents in this study came fi'om different backgrounds and had a variety of 
years in clinical practice. They were also mature, mostly aged between 40 and 
50, and a number had become charted via the grandfather clause, with very 
different training requirements. They nevertheless answered the questionnaire, 
despite the fact that, in the words of one respondent “some questions did not 
apply entirely to myself. I have, however, filled in to the best of my ability”. 
Whether or not they therefore had attended a ‘formal’ course or not, these 
respondents evidently saw personal therapy as a part of their training to be a 
counselling psychologist. Future research, possibly with a younger cohort, 
might result in different findings.
The overwhelmingly positive response could be due to the fact that those who 
are not in favour of personal therapy chose not to respond to the questionnaire. 
On the other hand, it might have provided a good opportunity for expressing 
their opinions. It is also possible that negative feelings about therapy diminish 
with hindsight, and that because the questionnaire did not take into account the 
effects of several therapists, respondents answered the question with respect to 
the therapy that was the most positive. This is an area for future investigation. 
Despite these obvious limitations in using individuals’ retrospective subjective 
accounts alone, it was felt that they are nevertheless central to any meaningful 
understanding of the components that are seen to be an important part of the 
overall learning experience of being in personal therapy.
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Additional comments on response rates, and the validity and reliability of 
self report data.
Response rates
Response rates to postal questionnaires are frequently expected to fall below 
40% (Fife-Shaw, 1995), therefore a rate of 44% could be considered adequate. 
Had there been no constraints on time and finances, however, the rate might 
have been increased by following up non respondents by letter or telephone. In 
addition I might have spelled out more clearly why individual participation was 
important, as well as putting greater emphasis on the importance of responses 
from those who had not had therapy. Assumptions that participants had a fairly 
conventional training may have caused problems in response rate, and the issue 
of the grandfather clause could have been addressed directly in the 
accompanying letter.
I could then have adjusted the base against which the response rates were 
calculated by excluding those respondents who were not in a position to help 
with this questionnaire, for instance those with no therapy and several who had 
moved abroad, retired or in one case, even died. This would have increased the 
response rate to 48%.
With respect to the questionnaire, it might have been condensed into too little 
space, particularly in part 3. Changing the order of the questions and putting 
demographic data at the end might also have helped, so that respondents found 
it easier, not harder to complete the task.
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Reliability
The reliability of these data has not been established, as there is to my 
knowledge no comparable research against which its consistency could be 
measured. In addition in order to establish some consistency across time, 
respondents would need to be asked to fill out the same questionnaire at 
intervals.
Internal inter-item consistency of the questionnaire, however, was established 
by calculating Cronbach’s alpha.
Validity
As stated before, caution has to be exercised with regard to the predictive 
validity of the results of this study. The question remains whether the same 
results could not have been obtained without personal therapy. One way this 
could have been established would have been to invite those who had not had 
therapy to fill out part 3 of the questionnaire with respect to other ingredients of 
their training, for instance group work and supervision, and compare the results.
Given time and resources the concurrent validity of the study might have been 
improved by correlating the subjective self report data with more objective 
measures, such as peer observations, reports of supervisors, or success rate with 
clients. However, most data in this field of enquiry are necessarily subjective, as 
it lacks agreed units of measurement.
The items included were evaluated by two independent judges for their content 
validity, to ensure they were understood and relevant to counselling 
psychology.
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Validity is inferred from an accumulation of empirical and conceptual evidence. 
As it is cumulative, it should be an ongoing process, and it is hoped that this 
study is only a beginning, and as such is only a snapshot in time of people’s 
opinions: a qualitative evaluation of a state. Learning about therapy is an 
ongoing process, and so should be measured over time. It is hoped that future 
research will address the shortcomings of the present project.
Conclusion
Kottler (1986) posited that if therapists did not believe that they themselves can 
benefit from the therapeutic tools of their profession, they have no business 
practising them on others. The present group of professionals can be seen as 
being consistent in practising what they preach. The implications are that “they 
believe in what they are doing and they perceive therapy as a constructive 
measure that not only relieves symptoms but also leads to personal development 
and growth” (Greenberg and Kaslow, 1984: 20).
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Appendix 1: letter to Chartered Counselling Psychologists
Department of Psychology 
University of Surrey 
Guildford GU2 5XH
27 Januaiy 1997
Dear
As part of my PsychD in Counselling Psychology at the University of Surrey, I 
am carrying out research on the relevance of personal therapy for counselling 
psychologists during their training. I found your name and address in the 1996 
BPS Register of Chartered Psychologists and would like to appeal to you to 
take part by completing my questionnaire. I would be most grateful if you 
could return it to me in the enclosed stamped addressed envelope by 20th 
Februaiy 1997. I am hoping to publish the data obtained with recommendations 
concerning personal therapy for future counselling psychology trainees based on 
the results.
With the hope of increasing my response rate the return envelopes will be 
numbered on the outside, each number corresponding to a name on my list of 
addresses. This will allow me to remind those who have not yet replied after 
two weeks without opening the envelopes, which will be destroyed before any 
coding of the analysis begins, in order to ensure the anonymity of the data. 
However, if you would like a synopsis of the completed research, please write 
your name and address on the back of the return envelope, which will then be 
kept separate from your questionnaire to preserve anonymity.
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There is space at the back of the questionnaire and an extra sheet of paper for 
you to elaborate on any point, and this information will be content analysed. If 
you make use of this space, I would be very grateful if you could indicate the 
number of the questions you are referring to.
If you wish to discuss this research further, please do not hesitate to contact me.
Thank you so much for your help. 
Yours sincerely,
Fridrun Williams
If you have not had personal therapy, please tick here □  
and return this portion to me in the return envelope. Thank you.
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Appendix 2
QUESTIONNAIRE FOR COUNSELLING PSYCHOLOGISTS
Please complete the following by filling in the space provided.
What was the personal therapy requirement for your training as counselling 
psychologist: estimated number of sessions  over:.......  years
In your opinion was this: too much D  too little D  about right D
PART 1: INDIVIDUAL DETAILS
1. Age:...........years, sex: male D  female D
2. How long have you been working as a counselling psychologist?...........
3. What year did you finish your training? ...............................
4. Had you therapy before training as a counselling psychologist? yes D  no D
5. If yes, did this count towards your course requirements ?
6. If no, do you think it should have counted?
7. In all, how many sessions of personal therapy have you had? ..........................
8. Are you in personal therapy now? yes D  no D
9. Would you consider therapy again in the future? yes D  no D
PART 2: THERAPY DETAILS
Please answer all questions with regard to the therapy undertaken as part of your 
training as a counselling psychologist (if different form previous therapy).
1. Your therapist’s gender: male D  female D
2. Your therapist’s age: 20-30 O  30-40 O  40-50 [U 50-60 O  60+ [U
3. Your therapist’s orientation (e.g. psychodynamic, Rogerian, etc.)
4. Your own preferred orientation a) now............................................................
b) during training (if different) ......................................................................
□ □
yes □ no □
yes □ no □
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5. Did you undergo personal therapy;
a) as a training requirement only D  b) voluntarily D  c) both D
6. Do you think therapy should be obligatory for trainees?
Yes n no n don’t know O
Please describe briefly the reason for your answer  ........... ......................
7. Please circle how motivated you were for undergoing your therapy;
not at all not very quite very extremely
1 2 3 4 5
8. Did you have clear aims and objectives for your personal therapy?
Yes D  no D  don’t know D
If yes, did this concern:
personal issues D  relationship issues D  professional issues D
9. Was there a formal forum for exploring aims and objective so personal therapy on 
your course? Yes EH no O
10. If yes, was it helpful? Yes □  no □  don’t know □
11. If no, would you have found it helpful? Yes D  no D  don’t know D
12. Please give reasons for your rely to 10 and 11.....................................................
13. Was the outcome of your therapy positive? Yes □  no □  don’t know □  
If yes, were the issues personal □  professional □  relationship □
14. Were there any negative effects as a result of your therapy?
Yes D  no D  don’t know D  
If yes, did this concern:
personal issues D  relationship issues D  professional issues D
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PART 3: EVALUATION OF YOUR PERSONAL THERAPY;
1. Please circle how you rate the outcome of your personal therapy:
not at all good not very good quite good very good extremely good 
1 2 3 4 5
2. Overall, how did you rate the process of your personal therapy?
not at all good not veiy good quite good
1 2 3
very good extremely good 
4 5
3. Below are a number of aspects of counselling practice. Please circle:
A) to what extent do you feel your therapy has contributed to your development as a
counselling psychologist with regard to this aspects.
Key to A) My therapy did not contribute: (0)
My therapy contributed very little (1)
My therapy contributed something (2)
My therapy contributed a fair amount (3)
My therapy contributed a great deal (4)
B) Whether this contribution was positive or negative (i.e. if you would/would not 
work with clients in the same way as your therapist with regard to this aspect).
Key to B): The contribution was positive: (+) the contribution was negative: (-).
My awareness of professional issues and practice 0 1 2 3 4 + -
My awareness of ethical issues 0 1 2 3 4 + -
My own theoretical orientation 0 1 2 3 4 + -
Helped with theor>'-practice links 0 1 2 3 4 + -
Understanding the importance of the therapeutic frame 0 1 2 3 4 ; + -
Psychological understanding of my clients 0 1 2 3 4 + -
My understanding of the therapeutic process 0 1 2 3 4 : + -
My therapeutic skills and techniques 0 1 2 3 4 i  + -
Understanding transference and countertransference 0 1 2 3 4 ;  + -
Understanding the working alliance 0 1 2 3 4 i  + -
Understanding other therapeutic relationships 0 1 2 3 4 i  + -
My ability to be empathie with clients 0 1 2 3 4 ;  + -
Use of my own feelings own working with clients 0 1 2 3 4 i  + -
An understanding that not all problems can be solved 0 1 2 3 4 1 + -
My personal development 0 1 2 3 4 + -
Support with personal problems 0 1 2 3 4 1 + -
Support with relationship problems 0 1 2 3 4 ! 4" -
Support with problems due to the training 0 1 2 3 4 1 + -
Support with problems due to the placement 0 1 2 3 4 j  + -
Support with personal problems due to supervision 0 1 2 3 4 i  + -
Other, please indicate: 0 1 2 3 4 1 + -
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PART 4: THE TIMING OF PERSONAL THERAPY FOR COUNSELLING 
PSYCHOLOGY TRAINEES
Drawing on your own experience, what is your opinion about the timing of personal 
therapy for counselling psychology trainees?
Trainees should:
a) not have to undergo therapy at all D
b) have undergone therapy before they start training D
c) enter personal therapy at the start of training for a minimum period of time □
d) undergo a minimum number of personal therapy sessions to be taken up at their 
own discretion some time during their training D
e) undergo personal therapy throughout their training (and beyond) □
f) undergo personal therapy after they have completed their training D
Please use the rest of this space to elaborate on any of your answers or add anything 
you feel is relevant to personal therapy for trainee (or indeed fully trained) counselling 
psychologists.
Many thanks for your help with this project
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